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AS ( welcome relief of spasm and pain is continuously re- 
ported in functional G-I disorders, such as irritable, 


spastic colon syndrome; peptic ulcer; biliary dyskinesia; pylorospasm; and infant colic. 


sure 


relief can be expected... even in patients where other antispasmodics have failed.'* 
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G-I tract. Spasm pain is relieved by direct 
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therapeutic indi- 
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range of thera- 
peutic activity, 
DARTAL is an out- 
standing tranquil- 
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artal. i. d. 


(thiopropazate dihydrochloride) 


Dartal produced consistent results not only under controlled clinical 
conditions but also under conditions of everyday office practice. 


G. D. SEARLE & CO., Box 5110, Chicago 89, Illinois 
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Num 
Diagnosis Patients 

Reports Anxiety and Tension States 476 321 
from office Duodenal Ulcer 14 11 
trials by Irritable Colon 
156 (including spastic constipation) 13 8 
physicians Menopausal Syndrome 40 28 

Hypertensive Cardiovascular Disease 14 13 


with low dosage: Only one tablet of 2 or 5 or 10 mg. t.i.d. 


with relative safety: Evidence indicates that Dartal is not icterogenic. 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's 15 
standing committees. 
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fice (printer): 350 East 22nd Street, Chicago 16, Illinois - One 
dollar a copy. By subscription: $5 a year to members of the 
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in U.S.A; $12 in Canada; $14 in other foreign countries. 
Entered as second-class matter at the postoffice at Kansas 
City 8, Missouri. Additional entry at Chicago, Ill. - Printed 
in U.S.A. by R. R. Donnelley & Sons Company at The Lakeside 
Press, Chicago. Copyright 1959 by the American Academy of 
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PUBLISHER’S MEMO 


Tue First oF 12 “Practical Therapeutics” features, to 
be written by staff members at Cornell University 
Medical School, starts on page 129. The final Univer- 
sity of Michigan Medical School article appeared in 
June. GP is deeply grateful to the Michigan staff and 
especially to Dean Albert C. Furstenberg. We know 
that Cornell will continue a tradition of quality. 

Generally speaking, a ‘Practical Therapeutics” 
article is a balanced, meat-and-potatoes approach to a 
single clinical entity. The emphasis is on information 
that will be of real use to the family doctor in the day- 
to-day practice of medicine and surgery. Not much 
theory, little emphasis on research. Instead, a compre- 
hensive review of an illness or disease. 

Months of careful planning precede each new series. 
The medical school itself must first meet rigid quali- 
fications. Its ability to produce is measured months 
before any contact is established. Then, after prelimi- 
nary discussions, GP’s medical editor, Dr. Hugh H. 
Hussey, confers with the dean and various department 
heads. All 12 articles are outlined before a single one is 
published. Careful attention is paid to art and illustra- 
tions. In every respect, it’s an integrated series. 

GP extends a cordial welcome to Cornell and to Dr. 
John E. Deitrick, dean of the medical school. Cornell 
awarded its first Doctor of Medicine degree in 1899, 
today provides instruction for more than 370 medical 
and graduate students. For more about Cornell, see Dr. 
Deitrick’s introductory comments on page 128. 

The “Practical Therapeutics” articles earn con- 
sistently high ratings based on reader audience studies. 
They represent a multi-faceted contribution to medical 
literature and have won many journalism awards. 

With these few comments, we turn the rostrum over 
to Cornell. We can guarantee our readers 12 outstand- 
ing articles by authors who have both subject knowl- 
edge and, equally important, the ability to convey this 
knowledge via the printed word. 

Again, our thanks to the University of Michigan 
Medical School and Dean Furstenberg. 


—M.F.C. 
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SIGNIFICANT EVENTS 


Ike Asks Doctors 
To Fight Inflation 


Delegates Praise 
DeTar Report 


Endorse One Exam 
For MDs and DOs 


> Several thousand disgruntled members missed the main 
attraction at last month's AMA meeting when President Eisen— 


hower warned of continued threats to medical freedom. 
Contrary to published reports from Atlantic City, Ike did 
not urge doctors to reduce their fees. Instead, he blasted 
inflation, currently his primary target. 

Thanks to an organizational snafu, droves of enthusiastic 
ticketholders were stopped at the door. Many crowded around 
a television monitor truck, clutching worthless tickets. On 
the other side of a wall, Eisenhower became the first 
president since Coolidge to address an AMA annual session. 

While heckling helicopters hovered overhead, a past 
president of the Academy convinced the delegates that "free 
choice" logically permits the patient to choose a closed— 
panel plan. Other highlights of the meeting came when 
delegates let it be known that they are not yet ready to 
mingle with osteopaths or endorse social security. 


> Thanks to past Academy president Dr. J. S. DeTar, the 
"controversial" report of the AMA Commission on Medical Care 
Plans didn't draw a single stormy protest. Dr. DeTar, 
chairman of the special reference committee, earned a 
standing ovation from grateful delegates who unanimously 
endorsed his recommendations. They voted to receive the 
report (as information), adopt 36 specific portions and 
reword three proposals. 

DeTar keynoted the final action by pointing out, during 
reference committee hearings, that "free choice" must permit 
the patient to choose his own medical care plan. However, 
the AMA still feels that all plans should permit each 
patient to name his own physician. 


p After much debate, the delegates adopted a watered—down 
version of a Judicial Council report on osteopathy. There 
are myriad ways of interpreting portions of the "new" policy 
but it is now clear that the AMA favors one state licensing 
agency for both MDs and DOs. Also, an MD may teach in an 
osteopathic college that is "in the process of being con- 
verted into an approved medical school .. ." 

The AMA also feels that the Joint Commission on Accredita— 
tion of Hospitals should, on request, inspect hospitals that 
are required by law to admit osteopaths. The delegates 
endorsed the appointment of an AMA liaison committee which 
will meet with AOA representatives on interprofessional 
relations at a national level. 

Spectators came away feeling that the door which would 
admit DOs to the MD citadel, barred and barricaded for 


years, is slowly being opened. 
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New Program Would 
Replace Internship 


Social Security 
Still Unpopular 


Closed Panel 
Plans Merge 


p> Although the House of Delegates did not agree that a one- 


year internship "encourages inadequate preparation for gen- 
eral practice," the members did approve the final report of 


the Committee on Preparation for General Practice. The 
committee, which includes Academy representatives, outlined 
a basic two-year graduate program for doctors who plan to 
practice as family physicians. 

The two-year program would replace the one-year rotating 
internship and emphasize medicine and pediatrics, also of- 
fering training in obstetrics, minor surgery and the emer-— 
gency and primary management of trauma. 


p» The House of Delegates ignored a variety of "surveys" and 


reaffirmed its solid opposition to compulsory social secur- 
ity for physicians. The doctors found it difficult to be- 


lieve that their colleagues in one state could be lyrically 
enthusiastic while those in another state wanted no part of 
the program. They obviously realized that surveys can be 
tailored to elicit any answer. 


> Dr. E. Vincent Askey, a Los Angeles surgeon, is the AMA's 
new president-elect. Dr. Askey defeated Dr. George Lull, 
retired general manager of the AMA, by a vote of 122-81. 
Other new officers are Drs. J. Stanley Kenney, a New York 
City general practitioner (but not a AAGP member), vice 
president; Norman A. Welch, Boston, speaker and Milford 
Rouse, Dallas, vice speaker. 


Dr. R. B. Robins, Camden, Ark., and Dr. Hugh H. Hussey, 
Washington, D.C., were unanimously re-elected to the Board 
of Trustees. Dr. Robins is a past president of the Academy 
and Dr. Hussey is GP's medical editor. Dr. Percy E. 
Hopkins, Chicago, is a new member of the board. 


> Dr. R. L. Crawford, Lancaster, S.C., was elected chairman 
of the AMA Section on General Practice. The new vice chair- 
man is Dr. Charles Alvey, Muncie, Ind. 

The news section of the August GP will carry a full report 
on _the AMA meeting. 


> The American Labor Health Association and the Group Health 


Federation of America have merged. The new organization, 
known as the Group Health Association of America, will now 


represent the nation's 50 closed—panel plans. The merger 
took place in New York shortly before the AMA meeting. 

GHAA Attorney Horace R. Hansen said that the association 
will fight "vicious medical boycotts" and urge each state 
to pass a "hospital nondiscrimination bill." Hansen also 
called for "watchdog" committees and stressed the need to 
repeal laws that restrict closed—panel plans. 

The meeting gave Dr. Paul R. Hawley, director of the 
American College of Surgeons, another chance to startle no 
one by contending that more and more surgery is being done 
by “inadequately trained doctors." In this instance, Hawley 
pinned the blame on health insurance plans that show "no 
concern about the quality of medical care purchased with 
their benefits." —M.F.C. 
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Humboldt St., Reno 


New Hampshire. President: ADRIAN MARSHALL, M.D., 43 Main St., 
Meredith; Secretary: F. Putnam, M.D., Lyme; 
Executive Secretary: Mr. Hamitton Putnam, 18 School St., 
Concord 


New Jersey. President: Cuartes H. Cavin, M.p., 80 Commerce 
St., Perth Amboy; Secretary: R. D’Ampota, M.D., 21 
S. 6th St., Harrison; Executive Secretary: Mr. ArTuur R. 
ELLENBERGER, 120 Halstead St., East Orange 


New Mexico. President: WENDELL Hunt Peacock, .D., 111 N. 
Orchard, Farmington; Secretary-Treasurer: Freperick R. 
Brown, M.D., 207 N. Union, Roswell 


New York. President: Grecory A. GALvin, M.D., 401 W. State 
St., Ithaca; Secretary-Treasurer: Raymonp S. McKeEegsy, 
M.D., 84 Main St., Binghamton 


North Carolina. President: Cuartes H. Pucu, M.p., Torrence 
Bldg., Gastonia; Secretary-Treasurer: JouNn R. BENDER, M.D., 
Nissen Bldg., Winston-Salem 


North Dakota. President: Davin G. JAEHNING, M.D., 403 N. 7th 
St., Wahpeton; Secretary-Treasurer: Ricuarp DePuy Nirrt- 
ING, M.D., 401 3rd St., S.E., Box 951, Jamestown 


Ohio. President: Cuartes R. MartoweE, M.D., 1833 Broadway, 
Toledo 9; Executive Secretary: Mr. Rosert Witson, 1500 
W. 3rd Ave., Columbus 


Oklahoma. President: Rocer Rem, m.p., 1001 15th Ave., N.W., 
Ardmore; Secretary-Treasurer: ARNOLD G. NELSON, M.D., 
Box 5646, Midwest City; Executive Secretary: Mrs. ORENE 
Ramsery, Box 9696, Shartel Station, Oklahoma City 


Oregon. President: Ropert H. Tinker, M.D., 1420 N. Ainsworth, 
Portland; Executive Secretary: Mrs. ANNA Payne, 4942 
Northeast 34th Ave., Portland 11 


Pennsylvania. President: James D. WEAVER, M.D., 3123 State St., 
Erie; Secretary: WinrieLp B. Carson, Jr., M.D., 3361 Bethel 
Church Rd., Bethel Park 


Puerto Rico. President: FERNANDO VALLECIILLO, JR., M.D., 1116 
Ponce de Leon Ave., Rio Piedras; Secretary-Treasurer: 
Ratru J. Lum, Jr., m.p., 601 Avenue Miramar, Santurce 10 


Rhode Island. President: WatTeR E. Hayes, M.D., 1103 Cranston 
St., Cranston; Secretary-Treasurer: RicHarD J. KRAEMER, 
M.D., 2907 Post Rd., Greenwood P.O., Warwick 
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South Carolina. President: I. Ripon Wuson, JR., M.D., 298 Meet- 
ing St., Charleston; Secretary-Treasurer: Horace M. Wurr- 
WORTH, M.D., 301 E. Coffee St., Greenville; Executive Secre- 
tary: Mrs. Inez C. Lytie, 301 E. Coffee St., Greenville 


South Dakota. President: Cuartes J. McDonatp, M.p., 303 S. 
Minnesota, Sioux Falls; Secretary-Treasurer: Howarp R. 
Wo p, M.p., 820 N. Washington, Madison 


Tennessee. President: Joun Paut Linpsay, M.D., 5410 Harding 
Rd., Nashville; Secretary-Treasurer: Irving R. Harp, 
M.D., 601 Woodland St., Nashville 


Texas. President: Cuartes E. Oswatt, Jr., M.D., Box 277, Ft. 
Stockton; Executive Secretary: Mr. Donato Jackson, 
1905 N. Lamar, Austin 


Utah. President: Orson B. Spencer, M.D., 55 N. 6th E., Price; 
Secretary-Treasurer: Harotp E. Younc, Jr., M.p., 2 S. Main 
St., Midvale 


Vermont. President: WmuiaM H. HEININGER, M.D., 37 Buell St., 
Burlington; Secretary-Treasurer: Epwarp B. CRANE, M.D., 
Box 306, Charlotte 


Virginia. President: Fiercuer J. Wricut, Jr., M.p., 49 S. 
Market St., Petersburg; Secretary: Samuet F. Driver, M.D., 
3604 Williamson Rd., Roanoke; Executive Secretary: Mrs. 
Loutse B. Gretner, 4205 Dover Rd., Richmond 21 


Washington. President: Joun C. Ety, M.p., E. 10706 Sprague 
Ave., Opportunity ; Secretary-Treasurer: JoHN E. GAHRINGER, 
Jr., M.D., Medical Arts Bldg., Wenatchee; Executive Secre- 
tary: Mr. Watrer Lapstey, 216 W. 37th St., Vancouver 


West Virginia. President: SeicLe W. Parks, M.p., 102 Adams St., 
Fairmont; Secretary: James Kerry Pickens, M.D., 116 S. 5th 
St., Clarksburg; Executive Secretary: Mr. Dontey T. SHULTz, 
Box 1187, Fairmont 


Wisconsin. President: Davip N. M.D., 6903 5th Ave., 
Kenosha; Secretary-Treasurer: JoHN A. KELBLE, M.D., 944 N. 
Jackson St., Milwaukee 


Wyoming. President: H. PeNNoyERr, M.D., Hynds Bldg., 
Cheyenne; Secretary-Treasurer: S. JosepH GIOVALE, M.D., 622 
Central Ave., Cheyenne 


“Dr. Smith fixed it . .. said it would be 
cheaper than calling a carpenter.” 
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“nutrition... present as a modifying or complicating 
factor in nearly every illness or disease state’! 


the rationale 


in 
cardiac disease 


“B vitamins should be an inte- 


gral part of the treatment pre- 
scribed for any patient with 
cardiac disease. ... As a conse- 
quence of special low salt diets 
and diuretics prescribed to 


release the water held in the body fluids by an 
excess of sodium, the B vitamins are ‘washed 
out’ of the body with the salt, and the difh- 
culties of the disease are compounded.” 


Each Theragran supplies: 


Vitamin A - 25,000 U.S.P. units 
Vitamin D 1,000 U.S.P. units 
Thiamine Mononitrate . 10 mg. 
Riboflavin 10 mg. 
Niacinamide 100 mg. 
Pyridoxine Hydrochloride 5 mg. 
Calcium Pantothenate . . 20 mg. 
Vitamin B,, Activity Concentrate 5 meg. 


Dosage: \ or more daily as indicated. 
Supply: Family Packs of 180. Bottles of 30, 
60, 100 and 1,000. 
THERAGRAN with Minerals 
available as THERAGRAN-M 


(SQUIBB VITAMIN - MINERALS FOR THERAPY) 
bottles of 30, 60, 100 and 1,000 
capsule-shaped tablets and 

Family Packs of 180. 


Also available: Theragran Liquid, bottles of 
4 ounces; Theragran Junior, bottles of 30 and 100. 


im 
infectious disease 


“There are ample, critical, sta- 
tistically significant studies to 
indicate that good nutrition is 
important for optimal resist- 
ance to infection, for a superior 
tissue capability to cope with 
disease and injury, and for maximum anti- 
body formation.”5 

“Fever also increases vitamin requirements. 
This is especially true of the B-complex and 
C vitamins. Liquid and soft diets, which are 
commonly prescribed early in disease, are 
inadequate in these vitamins. It is advisable 
to give supplementary vitamin capsules dur- 
ing the actual illness and convalescence.’’6 


- 


References: 1. Youmans, J. B.: Am. J. Med. 
25:659, Nov. 1958. 2. Gertler, M. M.: Paper 
presented at Conference on Metabolic 
Factors in Cardiac Contractility, N. Y. Acad. 
Sciences, New York City, N. Y., March 
18-19, 1958. 3. Fernandy-Herlihy, L.: 

Lahey Clinic Bull. 11:12, July-Sept. 1958. 
4. Spies, T. D.: J.A.M.A. 167:675, June 7, 
1958. 5. Halpern, S. L.: Ann. N. Y. Acad. 
Sci. 3:147, Oct. 28, 1955. 6. Pollack, H., and 
Halpern, S. L.: Therapeutic Nutrition, 
National Academy of Sciences and National 
Research Council, Washington, D. C., 1952, 
p- 54. 7. Kountz, W. B.: Mod. Med. 25:102, 
Aug. 1, 1957. 8. Sebrell, W. H.: Am. J. Med. 
25:673, Nov. 1958. 
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This Month’s Authors 


Edward L. Bortz, M.D., who collaborated with Dr. Walter M. Bortz, II, on 
**Major Issues of Aging,” is both a past AMA president and vice president and a 
founder of the World Medical Association. Chief of medical service, Lankenau 
Hospital, Philadelphia, since 1932, Dr. Bortz is assistant editor of The Cyclopedia 
of Medicine, Surgery and Specialties. Following graduation from Harvard Medical 
School, he studied pathology and medicine at Mayo Clinic, the University of 
Vienna and the University of Berlin. During World War I, he was a pilot in the 
Army Air Corps. Dr. Bortz was with the Navy medical corps in World War II, 
serving on Iwo Jima and in the atomic bomb area, Nagasaki, Japan. § Page 84 


Maxwell Finland, M.D. has worked consistently at the Boston City Hospital 
and Thorndike Memorial Laboratory since he was graduated from Harvard Medi- 
cal School in 1926. An authority on chemotherapy and infectious diseases, Dr. 
Finland is now associate director of the laboratory and chief of the hospital’s 
fourth medical service. In addition, he is associate professor of medicine at 
Harvard. A member of the Association of American Physicians, American Col- 
lege of Physicians, the American Society for Clinical Investigation and GP’s 
Editorial Advisory Board, Dr. Finland is the author of “The Staphylococcus 
Problem and Antistaphylococcal Antibiotics.” Page 114 


Everett C. Fox, M.D., a Dallas, Tex., dermatologist, possesses executive 
talents recognized by many organizations. A past president of both the Dallas 
Southern Clinical Society and Dallas County Medical Society, Dr. Fox was direc- 
tor of the Dallas Health Museum two years. A graduate of Baylor University 
Medical College, this active Texan even served a term on Dallas’ City Council. 
A past chairman of the AMA Section on Dermatology, Dr. Fox is currently 
consulting dermatologist to both Baylor and Methodist Hospitals and director 
of Texas’ Blue Shield Medical Care Plans. His article is “The Treatment of Com- 
mon Skin Diseases.” Page 105 


Robert S. Gill, M.D. coauthored ‘*Chlorothiazide in the Treatment of Arterial 
Hypertension” with Drs. Richard B. Freeman and Brooks W. Gilmore, colleagues 
at Pennsylvania Hospital, Philadelphia. Dr. Gill, a University of Rochester 
graduate, is associate physician to the hospital and chief of its hypertension 
clinic. He is also an associate in medicine, University of Pennsylvania School of 
Medicine. Dr. Freeman, a graduate of Jefferson Medical College, is a research 
fellow in medicine, working in the field of hypertensive diseases. Dr. Gilmore 
is both a fellow and medical resident at the hospital. He is a Pennsylvania 
graduate who is also working in the field of hypertension. p Page 99 


Walter Modell, M.D. is the lead-off man for the Cornell University Practical 
Therapeutics series. Director of clinical pharmacology and associate professor of 
pharmacology at the university’s medical college, Dr. Modell is on the U.S. 
Pharmacopoeia revision committee and editor of ‘Drugs of Choice,” 1958-1959. 
= He is attending physician, New York VA Hospital, and associate-attending 

7 physician, Bellevue Hospital, as well as serving on New York’s Poison Control 
-. Advisory Board. A Cornell graduate, Dr. Modell, whose article is ‘The Basis 
att for the Choice and Use of New Drugs,” has also written “Drugs in Current 
A \ Use” and “The Relief of Symptoms.” Page 128 
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Cosa-Terramycin® 
sulfonamide 


each capsule contains: Cosa-Terramycin® (oxytetracycline 
with glucosamine) 125 mg.; sulfamethizole 250 mg.; 
phenylazo-diamino-pyridine HCl 50 mg. 


dovage: 1 to 2 capsules four times daily. 
GED Science for the world’s well-being 


PFIZER LABORATORIES Division, Chas. Pfizer € Co., Inc. 
Brooklyn 6, N.Y. 
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bis fast acting, preferred chemotherapy for 
‘ sterilization—SULFAMETHIZOLE 
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urinary symptoms-#PHENYLAZO-DIAMINO-BYRIDINE 
4 
3 
3 
20 


Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


The Case for Kanamycin 


Dear Sirs: 

In the February and March issues of GP there are two 
review papers which are concerned with antimicrobial 
agents—‘‘Antibiotic Therapy: Clinical Application of 
Available Agents” by Drs. Schirger, Martin and Nichols of 
the Mayo Clinic (February, 1959 GP) and “Present-Day 
Problems of Staphylococcal Infections” by Dr. Dowling of 
the University of Illinois College of Medicine (March, 1959 
GP). 

As a whole, both papers are superbly written and the 
authors deserve great credit for doing a difficult job well. 
In each the authors describe briefly the clinical efficacy of 
kanamycin and a few of their statements deserve clarifying 
comments. 

Dr. Schirger, et al., state that kanamycin produces im- 
paired renal function, causes acroparesthesia and is painful 
in injection. Having had a rather extensive experience 
with the drug both in the laboratory and in the manage- 
ment of many human infections, I believe it is fair to 
suggest that renal function is rarely, if ever, impaired when 
the drug is given in sensible doses (1 to 2 Gm. daily). I 
further believe that it is no more painful than streptomycin 
when injected intramuscularly, indeed it is far more toler- 
able than either tetracycline or chloramphenicol in a muscle 
depot ; and I have never seen acroparesthesia following its 
use—neither in fact have I ever seen the reaction reported 
in either the American or Japanese literature. 

In contrast to Dr. Schirger’s statement, eighth cranial 
nerve depression may occur, although not commonly, after 
20 Gm. and this limit of total dose should be recommended 
except in the patient whose infection may be lethal. It has 
been our experience, particularly in severe staphylococcal 
disease with sepsis, that no more than 2 Gm. daily is 
needed, i.e. 0.5 Gm. four times daily, and generally we have 
observed that 1 to 1.5 Gm. daily doses are sufficient in the 
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majority of instances. With this regimen we have had 
eminent success and firmly believe that in the selected case 
kanamycin is the most potent antibiotic since penicillin. 

Dr. Dowling suggests that kanamycin is an analogue of 
neomycin. Although bacterial cross resistance between the 
two has been observed frequently, kanamycin and neo- 
mycin are not chemically allied, nor is their antibacterial 
spectrum so similar that they should be associated. Further, 
their respective toxicities are significantly disparate. 

I have detailed these points because I believe them to be 
of importance to the clinician. I agree with both authors 
that the administration of kanamycin should be started 
only with rigid indications, should be continued with cau- 
tion and accessory observations to detect toxicity, and 
should be stopped as promptly as is feasible. But it is a fine 
and potent drug and will make the treatment of severe 
infections, not now treatable with any other agent, simple 
and effective. 

Paut A. Bunn, M.D. 
Professor of Medicine 
State University of New York 
Syracuse, N.Y. 


Sweet Treatment 


Dear Sirs: 

I would like to make a comment concerning a question 
which was asked in Information Please of the March, 1959 
issue. In many cases, the night leg pains of which children 
complain are thought to be due to excess lactic acid in the 
muscles. Marked relief can frequently be achieved by offer- 
ing the child a bedtime treat which is high in sugar content, 
e.g., a chocolate bar, sour balls or even a tablespoonful of 
honey. I have found this treatment to be effective in many 
instances. 

Outve J. Kooyman, M.D. 
Oyster Bay, N.Y. 


|—feleased in the stomach gestive enzymes, particularly in ¢ 
—released in the small intestine nts of all ages, it has proved help: 
from enteric-coated i ful in chronic cholecystitis, post-c ade 
AH. ROBINS GO. INC. me, subtotal gastrectomy, ‘pancreatitis, dj 
Phormaceutigals of Merit since 1878 al distu d chronic nutri; 
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Nice Handling 


Dear Sirs: 

] went by the library this afternoon to see the way the 
Bditors handled my hypnosis story (‘‘Parlor Hypnosis: 
A Game for Fools?,”” May GP). 

The cartoon illustration is priceless! Would you thank 
the artist for me. 

This, among many other things, is the type of editorial 
appreciation that makes writing for GP such a pleasure. 
and may I take this opportunity, too, to tell you how much 
Dappreciate the editors’ interest in good science writing 
mther than the stilted archaism so often rigidly adhered 
ip by certain other journals. 

[I'm just as sure that GP is thoroughly scanned and 
fequently read by its subscribers as I am that certain 
Others are routinely dumped in the waste basket. I, for 
One, consider it an honor that my writing meets your 
Silitorial standards. 

T would very much appreciate it if the cartoon drawing 
Gould be included in my reprints. If not, could I order a 
min of a hundred sheets to insert in the standard folder? 

I could go on for some time concerning my opinions of 
GP, but I think you get the point. 

Epwarp R. BLoomQuIsT, M.D. 
Glendale, Calif. 


Post Physician Needed 
Dear Sirs: 


We are seeking a mature physician for immediate place- 
ment to take complete charge of an industrial dispensary at 
this military station. His duties will be both professional 
and administrative, and he will act essentially as the post 
surgeon. 

The hours are from 8:00 a.m. to 4:30 P.m., five days 
weekly. 

The position pays $9,530 annually, gives him Civil 
Service status, and provides for retirement for physical 
disability at any time after five years, voluntary retirement 
at any time after 15 years, and compulsory retirement 
at age 72. Anyone interested should write to the under- 
Signed, or may call Harrisburg at CEdar 4-4961, Extension 
$230. 


GrorGE ZALKAN 
Lt. Col., MC 
Post Surgeon 
New Cumberland General Depot 
New Cumberland, Pa. 


The Ladies Agree 


Dear Sirs: 

Many thanks for the wonderful editorial on ‘The 
Womanly Art” (March, 1959 GP). Needless to say, all of 
MS on the League board are delighted with it. We noted 
Particularly that you went right to the heart of the matter 
in referring throughout to breastfeeding as a womanly art. 
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We are sure that as a result of your editorial a few medical 
eyes will be opened to the desire of many of today’s mothers 
to breastfeed their babies, and will act accordingly. 

Since I wrote the letter referred to in your editorial, 
we have heard from a total of about 400 mothers from all 
parts of the country, as well as from Canada, England, 
West Germany and even South Africa! What is more, we 
have heard from an increasing number of doctors and 
hospitals, usually maternity ward supervisors, who have 
heard of our work, and requested the manual for use as a 
teaching guide in classes both for mothers and nurses. 
Yale University’s School for Graduate Nurses in Obstetric 
Nursing, is one example. They have already bought several 
copies. 

Mrs. Grecory WHITE 
La Leche League 
Franklin Park, Ill. 


Unanimous 
Dear Sirs: 


At our last county society meeting a unanimous motion 
was passed by the members complimenting your stand on 
supporting the privilege of patients to have a free choice of 
physician. 

Again we commend you on this stand. We know you 
will keep up the good work. 

WituaM J. Pyrcu, M.p. 
Secretary-Treasurer 
Clackamas County Medical Society 
Oregon City, Ore. 


GP Brings Second Look 


Dear Sirs: 

Glancing over the current periodicals available at the 
Northwestern University Medical School library, I was 
intrigued by GP’s attractive format and concise, complete 
treatment of contemporary trends in medicine. It was my 
immediate desire to receive your informative magazine 
regularly. 

I am a freshman here. What is the yearly subscription 
rate to GP for students such as myself? With the modern 
trend toward specialization in medicine, all too few of the 
superior students are seriously considering general practice 
as their careers. Perhaps their concept of the general 
practitioner is as erroneous as was mine prior to reading 
GP! 

Donatp S. AMSLER 
Chicago, Il. 


Mustache Not Required 


Dear Sirs: 

Why put up with a poor location! I need a general 
practitioner with two years of surgical training who is 
interested in a future partnership. My new clinic is fully 
equipped. My files contain 3,300 new patient records which 
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‘or the Parkinson patient: 
SHORTEST 
DISTANCE 


can be achieved with 
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Trihexyphenidy! HC! LEDERLE 


Effectively helps restore smooth straight-line function in all forms ) 
of Parkinsonism. | 
One of the best available preparations for sustained control of rigidity and minor 
tremors.' Also active against oculogyria and akinesia.? A basic drug for 
beginning treatment in all types of Parkinsonism.’ 2 

Continually useful alone or in combination in most cases at any stage. 
Employable at any age.! 

Gentle in action at therapeutic dosage.’ One of the drugs least likely 

to produce side effects.’ 

Supplied: 2 mg. and 5 mg. TABLETS; ELIXIR, 2 mg. per 5 cc. teaspoonful 
Dosage: | mg. first day, gradually increased, according to response, to 

6-10 mg. daily divided in 3 doses at mealtimes. 

1. Doshay, L. J.: M. Clin. North America 40:1401 (Sept.) 1956. 


2. Doshay, L. J.: Current M. Dig. 22:11:49 (Nov.) 1955. 
3. De Jong, R. N.: J. Michigan M. Soc. 57:722 (May) 1958. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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have accumulated in three and one-half years of practice. 
[am an Academy member and have grossed $45,000 plus 
for the last two years. Mustache not absolutely required. 

Curtis A. Nystrom, M.D. 
Cawker City, Kan. 


Additional Text 


Dear Sirs: 

We are grateful to you for sending the 35 booklets 
(“General Practice in Hospitals,” prepared by the Acad- 
emy’s Commission on Hospitals) for the use of our gradu- 
ate students in hospital administration. This is a valuable 
collection of material. 

CieMENT CLay, M.D. 
Associate Professor 
Administrative Medicine 
Columbia University 
New York, N.Y. 


Good and Interesting 


Dear Sirs: 

I receive GP but I would like two reprints of the article, 
“Thyroid Therapy in General Practice,” by Dr. Stanley 
Truman which appeared in the July, 1958 issue. I consider 
this an excellent article. 

I used thyroid in general practice and still find it in- 
dispensable since specializing in EENT. 

Incidentally, as an EENT I find GP one of the most in- 
teresting magazines. 

A. J. WAGNER, M.D. 
Tucson, Ariz. 


Spray Therapy 


Dear Sirs: 

In reading Information Please in the March, 1959 GP 
I was amazed at the defeatist attitude of the consultant 
with regard to ear pain during airplane flight. 

No mention was made of a simple procedure which I have 
found very helpful at times in allowing people to fly who 
suffer aerotitis. By using one of the spray-type nasal de- 
congestants (I use Drilitol because of its fine wetting agent, 
in the manner outlined below), many people can be re- 
lieved of much discomfort. The spray should be used 
once in each nostril at three-minute intervals for three 
times, beginning 20 minutes before descent. The stewardess 
on most commercial aircraft will be very happy to inform 
the passenger that it is time to use the spray, if he will 
speak to her when boarding the aircraft. These people have 
no problem in ascent. 

One may find that using the spray once again half way 
through descent, will afford added relief. This procedure 
will allow persons who might otherwise not avail themselves 
of air travel to enjoy its conveniences. 


J. VAsTINE, JR., M.D. 
Niles, Mich. 
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“Remember the Xanthines” 


Dear Sirs: 

Your note on page 172 in the March, 1959 GP entitled 
**Remember the Xanthines” is timely. It was too easy to 
wander away into the use of some new diuretic, but my 
elderly patients with chronic failure and nocturnal dyspnea 
reminded me how much better they were when they were 
on that “‘certain tablet” we used several years ago. 

Its vasodilatory effect in arteriosclerosis with mild 
chronic failure, has no equal in the newer diuretics. 
Furthermore, when used in conjunction with moderate 
amounts of the new diuretics, it is better than ever. The 
xanthines will long be on my list of valuable drugs, and I, 
for one, will break from them slowly the next time. 

F. DEAveER, M.D. 
Tuscola, Ill. 


The Swinging Door 
Dear Sirs: 


Enclosed is my remittance for another year. I have been 
an ardent reader since my student days, however I must 
exercise my democratic rights as is our inherent privilege 
in a democracy. To the best of my knowledge the D.O.’s 
are not attempting to get into medicine via the back door 
as was recently published in GP. 

We came in the front door because it was open. For my 
way of seeing the picture no one group owns the house 
of medical care—hence there are no locked doors to come 
through. As my Grandfather used to say, “Sonny, you will 
always find people who think they are running the show. 
Well, let them go ahead and think—but while they are 
thinking, you go ahead and do.” 

D. Joseru Lanz, D.O. 
South Gate, Calif. 
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nm vaginitis 
TRICOF 


destroys all 3 principal pathogens 


mPROVE® 


Whether vaginitis is caused by Trichomonas, Monilia or Hemophilus 
vaginalis—alone or combined—TRICOFURON IMPROVED swiftly relieves 
symptoms and malodor, and achieves a truly high percentage of cul- 
tural cures, frequently in 1 menstrual cycle. TRICOFURON IMPROVED 
provides: a new specific moniliacide MICOFUR® brand of nituroxime, 

the established specific trichomonacide FUROXONE® brand of furazolidone 

and the combined actions of both against Hemophilus vaginalis. 


1. Office insufflation once weekly of the Powder (MICOFUR [anti-5-nitro- 
2-furaldoxime] 0.5% and FUROXONE 0.1% in an acidic water-soluble 
powder base). 2. Continued home use twice daily, with the Supposito- 
ries (MICOFUR 0.375% and FUROXONE 0.25% in a water-miscible base). 


NITROFURANS —a new class of antimicrobials—neither antibiotics nor sulfonamides. awl I. 
‘° 


EATON LABORATORIES, NORWICH, NEW YORK 
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Back at work ...no angina in 2 months 


... on Metamine Sustained b.i.d. 


In angina pectoris, even after myocardial infarc- 
tion, an early return to useful activity is now 
recognized as of special therapeutic value.' Ideal 
protective medication for the active, employed 
anginal patient is provided by METAMINE® Sus- 
TAINED, b.i.d. (1 tablet on arising and 1 before 
the evening meal). There is little danger of a 
skipped dose; the patient “is more faithful” to 
this simplified regimen. And METAMINE Sus- 
TAINED protects many patients refractory to other 
cardiac nitrates.2 Moreover, when you prescribe 


1, Slipyan, A.: J.A.M.A. 168:147, Sept. 13, 1958, 2, Fuller, H. L. and Kassel, L. E.: Antibiotic Med, & Clin. Therapy, 3:322, 1956, 


METAMINE SUSTAINED, q. 12 h., your patient re- 
quires less nitroglycerin and remains fully re- 
sponsive to that vital emergency medication. And 
METAMINE SUSTAINED (aminotrate phosphate, 10 
mg., LEEMING) is virtually free of nitrate side 
effects (naugea, headache, hypotension) .? 

Supplied: bottles of 50 and 500 sustained-release tab- 
lets. Also: METAMINE, METAMINE WITH BUTABARBITAL, 
METAMINE WITH BUTABARBITAL SUSTAINED, 
METAMINE SUSTAINED WITH RESERPINE. 


Thos. Looming ¢ New York 17. 
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PERSONALITIES 


IN THE MEDICAL NEWS 


John S. DeTar, M.D. 
A Standing Ovation 


WHEN THE REPORT of the Reference Committee on Medical Care 
Plans had been submitted to the AMA House of Delegates, the 
committee chairman, Academy Past President John S. DeTar of 
Milan, Mich., was given a standing ovation. Under Dr. DeTar’s 
guidance, the reference committee came up with a report so clear 
that the delegates adopted 36 of its recommendations without 
change, and, im rewording one of three additional recommendations, 
made clear the American Medical Association’s policy on free choice 
of physician (see Executive Director’s Newsletter, opposite page 8). 
The report, first presented at the December, 1958 session, had 
been pigeon-holed until the Atlantic City meeting. What could 
have been a knotty problem, with the accompanying confusion, 
hours of debate and hot tempers, had, in the capable hands of Jack 
DeTar, become a clear-cut report on which the delegates could at 
last take action. 


Robert L. Crawford, M.D. 
General Practice Chairman 


A PAST PRESIDENT of the South Carolina Academy of General Practice 
will guide the AMA’s Section on General Practice this year. Robert 
L. Crawford, M.D., Lancaster, S.C., immediate past president of the 
South Carolina Medical Association, was named section chairman 
at the June Atlantic City meeting. Prior to the meeting he had been 
named vice chairman to succeed Dr. Thomas Goldsmith of Green- 
ville, S. C. A family doctor for 35 years, Dr. Crawford was graduated 
from the University of South Carolina. He served a brief tour of 
duty with the Army during World War I, then received his medical 
degree from the Medical College of South Carolina. Prior to entering 
private practice, Dr. Crawford took a two-year internship at Roper 
Hospital, Charleston. An honorary member of Alpha Omega Alpha 
and an active member of both the Southern Medical Association 
and the Tri-State Medical Association, Dr. Crawford has taken 
postgraduate work at two New York medical schools. 
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E. Vincent Askey, M.D. 
To the Victor 


As prepicTep here last February, both E. Vincent 
Askey, M.D. and George F. Lull, M.D. went to Atlantic 
City with high hopes of becoming AMA president- 
elect. But when the votes were counted, they showed 
(122-81) that Dr. Askey will become the association’s 
114th president. He will take office in June, 1960, at 
Miami Beach, succeeding Dr. Louis Orr of Orlando, Fla. 

The 63-year-old Los Angeles surgeon first assumed 
a national officer’s role in 1952, when the House of 
Delegates elected him vice speaker. Three years later, 
he stepped up to the speakership, a post he held until 
the recent meeting. 

Dr. Askey has served as president of both the Los 
Angeles County and California State Medical Associa- 
tions. Last year, Allegheny College, his alma mater, 
awarded him an honorary Doctor of Science degree for 
“serving as a member and president of the Los Angeles 
City Board of Education; combining high ideals, re- 
sponsible citizenship and distinguished professional 
achievements.” 

A graduate of the University of Pennsylvania School 
of Medicine, Dr. Askey took his internship and resi- 
dency at the Hospital of the Protestant’ Episcopal 
Church and Kensington Hospital for Women, Phila- 
delphia. He is now a member of the surgical staff of 
St. Vincent’s Hospital, Los Angeles. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as well as ; 
other medical meetings in which general practitioners will have an 
interest, will appear here monthly. - 


*Classified by the Commission on Education as acceptable for post- 
graduate study credits under Category I. Members should report 
actual hours of attendance. Maximum hours listed when available. 


Jul. 16-17. University of Oregon, Oregon State Medical Society and 
Oregon Division of the American Cancer Seciety, cancer post- 
graduate courses, University of Oregon, Portland. (8 hrs.) 

Jul. 16-24. Canadian Medical Association and British Medical 
Association, annual meeting, Edinburgh, Scotland. 

*Jul. 20-23. New Mexice chapter, annual meeting and Ruidoso Sum- 
mer Clinics, Navajo Lodge, Ruidese. (14 hrs.) 

*Jul. 27-31. Meine chapter, First International Conference on 
Mental Retardation, Portland, Me. (20 hrs.) 

*Jul. .29-Aug. 15. University of Southern California Postgraduate 
Division, second annual refresher course, on board The 
S. S. Lurline and at the Princess Kaiulani Hotel, Hono- 
lulu, Hawaii. 

*Aug. 10-14. Duke University, postgraduate course, Morehead 
City, N. C. (26 hrs.) 

Aug. 17-29. Michact Reese Hospital, course in electrocardio- 
graphic interpretation, daily, Michael Reese Hospital, Chi- 
cago. 

Aug. 24-27. American Hospital Association, meeting, Statler Hotel, 
New York City. 

Aug. 30-Sep. 4. World Medical Association, world conference on 
medical education, Palmer House, Chicago. 

Aug. 30-Sep. 4. American Academy ond American Congress of 
Physical Medicine and Rehabilitation, instructional seminar, 
Minneapolis, Minn. 

Sep. 7-12. World Medical Association, 13th general assembly, 
Montreal, Canada. 

*Sep. 9-11. Oregon, Washington, Idaho and Montana chapters, first 
northwest regional meeting in conjunction with the Sommer 
Memorial Lectures, Portland, Ore. (15 hrs.) 

*Sep. 16-17. Ohio chapter, annual meeting, Franklin County Veterans 
Memorial, Columbus. (10 hrs.) 

*Sep. 20-22. Wisconsin chapter, annual meeting, Milwaukee Audi- 
torium, Milwaukee. (10 hrs.) 

*Sep. 22-23. Minnesota chapter, ninth annual refresher course, Hotel 
Radisson, Minneapolis. (12 hrs.) 

*Sep. 23-24. Mississippi chapter, annual meeting, Hotel Heidelberg, 
Jackson. (10 hrs.) 

Sep. 23-25. Oregon State Medical Society, 85th annual session, 
Memorial Armory, Medford. (15 hrs.) 

*Sep. 25. American Academy of General Practice, University of Kan- 
sas and Lederle Laboratories, Annual Symposium on Infectious 
Diseases, Battenfeld Auditorium, University of Kansas Medical 
Center. Kansas City, Kan. 

Sep. 26-27. American Academy of General Practice, Annual State 
Officers’ Conference, Hotel Muehlebach, Kansas City, Mo. 
*Sep. 27. Massachusetts chapter, annual meeting, Statier-Hilton Hotel, 

Boston. 

*Sep. 27-29. lowa chapter, annual meeting, Savery Hotel, Des Mcines. 

“Sep. 28-29. Chattanooga (Tennessee) chapter, Tennessee Valley 
Medical Assembly, Read House, Chattanooga. (J2 hrs.) 

Sep. 28-Oct. 2. American College of Surgeons, meeting, the Tray- 
more Hotel, Atlantic City, N. J. 

*Oct. 1-2. South Carolina chapter, annual meeting, Clemson House, 
Clemson. 

Oct. 1-2. Southern Trudeay Society, 45th annual meeting, Biloxi, 
Miss. (9 hrs.) 

Oct. 3. Maine chapter, annucl business meeting, Lewiston. 

*Oct. 4-7. Texas chapter, annual meeting, Buccaneer Hotel, Gaives- 
ton. 

*Oct. 8-9. Tennessee chapter, annual meeting. 


CONTINUED ON PAGE 231 
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offers you the most for your discriminating patients 


Contains: Koromex Coil spring diaphragm 
Koromex Jelly—regular size tube 
Koromex Cream—trial size 
(inclusion of jelly and cream allows 
patient to select the one best suited 
to physiological variants) 
Koromex Introducer 


*Sanitary plastic, zippered storage bag, washable, appealingly feminine 


Also available with flat spring Koromex or with arcing diaphragm 
(Koro-Flex) 


HOLLAND-RANTOS CO., INC.-145 HUDSON STREET: NEW YORK 13, N.Y. 
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$1,100 per Person 


NicuoLas P. Grecory, an able and erudite reporter on 
the Philadelphia Inquirer, is concerned about five bills 
already introduced in Congress. Mr. Gregory’s con- 
cern is well warranted. If passed, these five bills will 
cost taxpayers more than $200 billion in the next five 
years. 

One aid-to-education bill would cost $15 billion. 
An old-age pension plan (giving cash retirement bene- 
fits to everyone over age 65) would require $66 billion. 
A third bill, designed to boost farm income, would 
run the total up another $36 billion. Add to these 
national compulsory health insurance ($40 billion) 
and one tax reduction bill ($50 billion) and you have 
$207 billion. 

“These,” Gregory points out, “are only a small 
portion of the bills before the Congress under which 
benefits would be scattered here and there without 
regard to fiscal sanity.” 

How much is $200 billion? When you start working 
with 12-digit figures, you encounter comprehension 
problems. Even if you lay them end-to-end and count 
the miles (an absurd pastime we’ve never endorsed), 
you’re still dealing with a seven-digit figure. More 
meaningfully, these five bills would cost every living 
citizen (man, woman and child) approximately 
$1,142.86—or $228.57 per year. They would cost a 
family of four $5,714.30—or $1,142.85 per year. 

That’s a great deal of money and the problem would 
obviously be how to raise that much cash. If existing 
tax rates, both personal and corporate, were doubled, 
there wouldn’t be enough dollars in the till to finance 
such a program. For that matter, Uncle Sam could 
confiscate (that’s a truly descriptive verb) all income 
i excess of $8,000 and still not have enough cash. 

What’s the answer? We could print more money— 
and watch the inflationary spiral climb to new heights. 
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Editorials 


We could confiscate all personal income and settle for 
pure statism. Or, if everything else failed, we could 
elect congressmen who know the difference between a 
dollar and a dime. This would be an innovation. These 
congressmen might be intelligent enough to know 
that neither the dollar nor the dime is worth a penny 
more as a result of being funneled through Washing- 
ton, D.C. It’s that simple—perhaps it’s too simple. 
Someday we’ll be reminded. 


Drugs on the Market 


Wirn ruis issue, GP opens the tenth ‘Practical 
Therapeutics” series, sponsored by Cornell University 
Medical College. The first of the 12 articles of the new 
series has been contributed by Dr. Walter Modell, and, 
quite appropriately, deals with basic considerations for 
the choice and use of new drugs. Such choice daily 
becomes more difficult for the practicing physician. 
As Modell points out, “Due to the extremely fertile 
mating of the synthetic chemist and the pharmaceutical 
manufacturer, drugs appear on the market almost too 
quickly to learn the names, to say nothing of distin- 
guishing which are the same drugs with different 
proprietary names or learning enough about them to 
evaluate their relative therapeutic merits.” 

When a new drug is put up for sale, two kinds 
of pharmacologic information regularly are offered to 
attest to its value. Thus, there will have been labora- 
tory studies as well as data developed through studies 
in man. Unfortunately, the latter type of information 
varies extremely in substance and value. Still, this does 
not dampen the enthusiasm of advertising agencies. 

Sometimes the information about new drugs seems 
intentionally misleading. For example, in the matter of 
potency, Modell notes, “There are barbiturate drugs 
for which the average hypnotic dose for man is appre- 
ciably smaller than that of the usual barbiturate, less 
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than the common capsule containing 100 mg. Such a 
barbiturate has been advertised as being safer than 
others of which more has to be used for similar effect. 
The implication here is that the smaller absolute dose 
is less likely to cause difficulties. On the other hand, 
less potent barbiturates which require more drug per 
hypnotic dose than the usual 100 mg. have been ad- 
vertised as being preferable because a larger than usual 
amount is required for toxic effects. The implication 
here is that the difficulties are not so likely to be en- 
countered because a larger than usual amount of drug 
is needed to cause toxicity. Obviously, both arguments 
cannot be correct, but what is more important is that 
both are wrong. Yet the fallacies in these cynical claims 
have escaped many, and few are sensitive to the fact 
that relative potency is not nearly so important as 
relative difference in therapeutic ratio.” 

In making a decision about the use of a new drug, 
the physician naturally turns to what has been written 
about it in the medical literature. The very newness of 
the product may account for a scarcity of definitive 
information. However, the physician should carefully 
evaluate the design of the clinical experiments that are 
intended to show the usefulness of the product. In his 
discussion of the elements of experimental design, 
Modell emphasizes that the assay of a new drug must 
have been accomplished in such a way as to eliminate 
or take account of all forces other than the drug itself 
which may influence the response of the patient to 
treatment. The implication here is that wrong design 
is likely to lead to wrong conclusions. 

It has been a long while since physicians were first 
warned to be slow, but not too slow, about adopting a 
new remedy. That warning has an even greater mean- 
ing and purpose in modern medicine. At the rate new 
drugs are being marketed (about 550 new preparations 
each year or more than one every day), the physician 
needs that mixture of skepticism and alertness that 
typifies the good batter in baseball. 


The Other 6,000 


On April 6, a suburban Philadelphia family doctor be- 
came the Academy’s 25,000th member. A great deal of 
last laughing was done by Academy members who “re- 
member the early days.” Some of the physicians who 
saw Dr. Charles H. Ewing receive his membership cer- 
tificate can look back 11 years and quote the dire pre- 
dictions, e.g., “The Academy is an upstart organiza- 
tion. It'll never get off the ground.” 

It was only natural that these doctors feel proud, 
perhaps even a little smug. Their confidence and faith 
have been more than justified. : 

But the names of 6,000 other doctors weren’t men- 
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tioned. These are the doctors who at one time joined 
the Academy and subsequently failed to meci rigid 
postgraduate study standards. Had they been able to 
meet these requirements, the Academy would today 
have more than 31,000 members. To date, the Acad- 
emy has had a 20 per cent mortality rate. 

This is unfortunate but it’s also a negative reaction, 
A flip of the coin shows that during 1958, Academy 
members devoted more than a million hours to post- 
graduate study. The record shows that a smaller per- 
centage fall by the wayside each year. It also shows that 
among the nation’s most active group of family doc- 
tors, at least four out of five realize that they can never 
complete their medical education. 


What Did George Say? 


THIS MONTH’S AWARD for twisting facts and figures goes 
to George Meany, president of the AFL-CIO. Meany, 
a gentleman who has more inside tracks than the New 
York Central, recently took it upon himself to issue a 
statement commenting on HEW Secretary Flemming’s 
117-page report to the House Ways and Means Com- 
mittee. 

Overlooking the fact that Meany came up with a 
variety of distorted conclusions, GP will concentrate 
on a single statement, one that shows what can happen 
to an innocent observation that is plucked from its 
cozy context. 

In his press release, the able labor leader points out 
that “three-fifths of all people 65 and over had money 
incomes of less than $1,000 in both 1956 and 1957.” 
Meany waves this statistical gem and cites, as his 
authority, the HEW report. 

Such a statement, blatantly dangled before the 
eyes of the uninformed, paints an ugly picture of old 
people toiling in sweat shops for a paltry pittance per 
hour. It implies that voluntary health insurance is no 
answer because 60 per cent of the aged couldn’t pay 
the premiums. What stronger case for the Forand com- 
pulsory health insurance bill? 

But dig a little deeper. First of all, is the statement 
true? It’s true—but almost meaningless. It ranks with 
an observation to the effect that half of all married 
people are men. Meany fails to point out that “all 
people 65 and over” includes both men and women. 
Few women in this age bracket have an independent 
“money income” (79 per cent of them are house- 
wives). 

GP does not wish to formally endorse Secretary 
Flemming’s report but we do feel that his facts and 
figures deserve an honest, unbiased appraisal. How- 
ever, such an approach would not serve Mr. Meany’s 
purpose. 


GP Volume XX, Number 1 


: 
| 
‘afi 
Ae 
| 
| 
| 
= 
H 


rigid 
ble to 
today 
Acad- 


ction. 
demy 
post- 
per- 
s that 

doc- 
never 


Goes 
eany, 
New 
sue a 
1ing’s 
Com- 


ith a 
itrate 


ppen 


m its 


s out 


oney 
; his 


the 
f old 
per 
is no 
pay 
com- 


ment 
with 
rried 

‘tall 
men. 
dent 
yuse- 


tary 

and 
low- 
iny’s 


nber 1 


Assembly Focus on Physician Health 


We opsecT to literal interpretations of the phrase 
“Physician, Heal Thyself” because it is inimical to 
the objectivity basic in sound medical practice. “A 
Family Doctor for Every Physician,” we believe, is a 
more realistic approach to maintaining good health in 
physicians. Consequently, we have noted with ap- 
roval the recent appearance of a third phrase—“A 
Yearly P.E. for Every M.D.”—and are happy to report 
that the development of such a project at the San 
Francisco Assembly was a highlight of the meeting. 
Admittedly, only about one out of every five of 
the 3,000 physicians attending took advantage of this 
new Assembly service, but it is a good beginning. 
Unfortunately, but understandably, the nation’s press 
placed headline emphasis on the fact that “25 pre- 
viously unsuspected pathologies, including six possible 
cases of cancer, were discovered” (one paper carried 
journalistic enthusiasm to the point of erroneously 


announcing that three physicians were immediately 
hospitalized after their examinations). 

More significant, perhaps, is that this percentage 
of the registered physicians voluntarily submitted 
themselves (many for the first time in their profes- 
sional lives) to a complete and thorough physical 
examination. Significant, too, is that only 4 per cent 
of those examined presented any pathologic abnormal- 
ity—surprising when one recalls the rugged life of a 
family doctor. 

This, however, is no reason for complacency. You 
might easily have been one of those 25 with unsus- 
pected cardiac disease, renal disease or malignancy. 
As you keep telling your own patients, a periodic 
check-up is an integral part of health maintenance. 
If you were not reminded of the need in San Fran- 
cisco, don’t wait until next March in Philadelphia. 
Not that the Academy won’t provide the annual “P.E.” 
at that time, but you’d really do better to seek out 
your own family physician meanwhile. 


Talent 


AN ACTOR FRIEND of mine was watching a rather tal- 
ented surgeon preparing for a play in which he was to 
portray a physician and surgeon. The actor’s comment 
was: “He certainly is gifted”! The same surgeon had 
watched the actor perform earlier in the year. His 
comment had been: “He really knows how to do it”! 

The Scoutmaster in a nearby community for many 
years has been the foremost influence in cutting down 
delinquency in the area, but he would be the last one 
to assert that he had any talent at all. He “‘just liked 
kids, that’s all.” 

The local handyman takes great pride in teaching 
youngsters how to fish, and the basic elements of 
sportsmanship. If you attempt to talk about talent, or 
gift or ability, he would look at you with a blank 
stare, not comprehending. He is merely doing some- 
thing he likes to do, without questioning the why’s and 
wherefore’s of his activities. 

If you like to fish, hunt, talk politics or draw posters 
for the P.T.A. meetings, and can do any of these 
well, you are making a mistake by not doing 
them. 


Any profession or trade, no matter how well we do 
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it, becomes easier and more pleasant by virtue of ex- 
ploiting our strong points—our talents. 

Those things we call “hobbies” are designed to 
bring out talents. 

They permit us to be creative about those things we 
enjoy doing. The “bread and butter” of our lives may 
be dull and unexciting much of the time, but if we have 
a talent and exploit that talent, then we are putting a 
bit of jam on it. 

But how does one discover a talent and what does 
he do with it? 

Talent, then, takes many forms. The doctor with the 
ability to make elderly people feel comfortable and 
wanted, has a talent. The skilled surgeon has another. 
The anesthetist has another. It is easy to say that these 
men have developed certain skills and this is true; but 
each one of us has a talent and, unless we discover 
what it is and apply it properly, we are failing both 
ourselves and the community in which we live. More- 
over, unless we are happy in developing and pursuing 
that talent, we are apt to find ourselves unhappy in 
what we are doing. 

The solution lies in a little soul-searching to deter- 
mine wherein lie our talents, and further study to 
determine how to develop them. With these two fac- 
tors accomplished, you will be happier for it . . . not 
only in the satisfaction you derive from your talent, 
but because someone else has benefited by it—because 
someone else has been enriched by your ability—your 
talent.—Epwin Mar Lin, Mt. Holly Springs, Pa. 
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Major Issues of Aging 


EDWARD L. BORTZ, M.D. 


Chief, Medical Service 
The Lankenau Hospital 
Philadelphia, Pennsylvania 


AND WALTER M. BORTZ, II, M.D. 


Resident in Medicine 
Charity Hospital 
Louisiana State University 
New Orleans, Louisiana 


The broad spectrum of human aging 


is at last receiving increased attention. 

The core of this problem is development 

of a positive philosophy of physical 

and mental health so that the advancing years 


may be more comfortable, 

happy and productive. It will be necessary 
to build a new social pattern 

that will better utilize the potentials 

of older men and women. 

Doctors are urged to assume a role 


of leadership in this major issue of our era. 


OLD AGE is a natural period of human existence. It 
is inevitable when individuals survive the innumerable 
diseases and deteriorations which, since the beginning 
of time, have eliminated others from the world of the 
living. Whether the later years are to be productive of 
continued enjoyment and usefulness to society de- 
pends primarily on the individual himself and, 
secondly, on the supports which the family and society 
may furnish. A positive philosophy becomes essential 
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in order that the dullness and boredom of ad\ «neing 
years may be kept to a minimum. 

In a United States census report of 1900 con pared 
with 1955, there has been a trend of increase in the 
population age 65 and over, from 4.1 to 8.5 per cent, 
In this same period the number of individuals over 
65 has increased to 12 million, or approximately 9.5 
per cent of the total population. 

The rapid progress of science in bringing one after 
another of the common diseases and detericrations 
under control in the mid-twentieth century now prom- 
ises that more and more individuals are going to reach 
the century mark. This growth undoubtedly will have 
far-reaching consequences in all phases of human ex- 
perience. 

Man’s hope for long life is noted in the most primi- 
tive biologic drive of nature—the instinct for self- 
preservation. If he escapes the violence of social con- 
flicts, traffic crashes and wars—and even more de- 
structive, personal overindulgences and underexercise 
of body and mind— mid-twentieth century man now 
is capable, by the application of new techniques, of 
further extension of his life span; he is gaining control 
of his own destiny. He now has implements of much 
greater efficiency for further modification of environ- 
mental factors. 

Medical science is probing the dark recesses of the 
various maladies, infections, maladjustments and de- 
teriorations which threaten the life span. A better 
appreciation of the importance of nutrition, immuniza- 
tion against infections, the need for exercise of body 
and mind, the importance of rest, the significance of 
intellectual growth and social participation—all are 
valuable factors in bringing about a more vigorous 
life in the later period of human existence. 


Sociologic Aspects Emphasized 


Social and economic aspects of aging have received 
a great amount of attention during the last decade. 
The political pressure of large numbers of elderly 
citizens has forced the hand of those interested in the 
sociologic phases of our aging population. Accordingly, 
attention has been focused on income maintenance, 
housing and specialized institutional care, education, 
recreation and the social services. The rapid increase 
in need for hospital and nursing care of the elderly 
has been a problem of major concern of all facets of 
organized society. At present, many experiments are 
under way concerned with the health, welfare, happi- 
ness and security of the elderly. 

Physiologic studies on total performance capacity, 
circulation response and health maintenance are re- 
ceiving more and more attention in the scientific 
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centers-of the nation. Practically all research in the 
biologic, psychologic and sociologic fields touches 
some phase of aging. This is recognizable in data 
bearing on life extension, improved health and living 
conditions which tend to influence the health of older 
individuals. 

In the United States there are two organizations 
dedicated specifically to the study of aging, the 
Gerontological and the Geriatric Societies. The former 
includes not only qualified scientists and clinicians 
but in addition sociologists, economists, social workers 
and informed private citizens. The Geriatric Society 
isa medical organization primarily, with a membership 
of over 3,000, with the focus on clinical practice and 
research. Each of these societies has its own journal. 

In other nations throughout the world, groups have 
become organized and are collaborating with each 
other through the International Gerontological So- 
ciety. This organization meets every four years. 

The American Medical Association in 1955 created 
a Committee on Aging. This committee has been 
active in stimulating interest on the part of medicine, 
with special reference to the medical needs of those 
over 65 years of age. The responsibility of physicians 
for the health and vitality of older citizens has long 
been recognized by organized medicine. 

A timely development has been the forming of a 
joint council for the medical care of the aged. Four 
organizations making up this group are the American 
Medical Association, American Hospital Association, 
American Dental Association and the American Nurs- 
ing Homes Association. This council is cooperating 
with other groups, medical and paramedical, and also 
with the federal and state governments, on behalf of 
a more effective broad medical service for older citi- 
zens. Through subcommittees and special groups, the 
council is acting as a clearinghouse for supplying 
information and stimulating research. 

The broad spectrum of human aging includes a 
great many areas of first importance to physicians. 
Nevertheless, there are certain primary issues that 
should be given priority. The better the health of 
older citizens and the better their medical care the 
less time will be spent in the hospitals. The better 
they are integrated into society in productive capa- 
cities the less need will there be for financial assistance. 


Maturity Vs. Senility 


Aging is the phenomenon of change with passing 
time. The science of aging is the science of life. The 
dynamic progress of biologic processes involved in 
growth and development of the individual is set in 
motion with fertilization of the ovum and ceases when 
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death occurs. There is a rhythm to human existence 
for the entire organism in the growth, development 
and recession of various specific tissues such as the 
thymus, the sex glands and the cells that make up the 
other tissues and organs of the body. 

**Aged” as the end phase of growth, development and 
senescence, may connote the attainment of a mature 
state of being. Aged in the wood has a pleasant flavor 
to recommend it. 

Agéd implies the end state of living when vital powers 
have been exhausted and a sense of completion, of 
being finished, marks the individual. 

Accordingly, search for a clearer understanding of 
the dynamics involved in nutritional maintenance, 
homeostasis, tissue vitality and repair becomes of first 
importance. Extension of human life is brought about 
by the control of disease, deteriorations and destructive 
agencies that destroy human tissues. 

A measure of aging is an appraisal of the kinetics of 
decline of body vigor and motivation. Determination 
of the survival potential of an organism’s tissues is a 
crude estimate of how long and how well an individual 
will live. Much that is interpreted as aging is but a 
particular aspect of development. 

The human body is an amazing mechanism capable 
of self-recharging ; while degradation of tissue is going 
on, an attempt at renewal exists. To a considerable 
extent, aging depends on the relative rate of these 
processes. From a recent report of the National Com- 
mittee on Aging, it is pointed out that to prevent the 
added years of human existence from becoming a 
prolonged period of dying it is important to expand 
research on the physical, psychologic and sociologic 
facters in aging and in diseases common among 
middle-aged and older persons. 

It can be predicted that the average length of life 
and the number of older people will increase still 
further. It is necessary, therefore, to proceed with all 
possible speed to control the diseases and deteriora- 
tions that come with age. It also is necessary to create 
a social, economic and health climate which will permit 
our middle-aged and older people to continue to lead 
proud and independent lives which will restore and 
rehabilitate many of them to useful and dignified posi- 
tions among their neighbors; which will enhance the 
vigor and vitality of the communities and of our total 
economy ; and which will prevent further aggravations 
from increased social, financial and medical burdens. 

Areas of importance to medicine may be subdivided 
in three categories: 

1. Care of the aged, those for whom life is far spent 
and the ability to adapt is lessened; a vegetative exist - 
ence is all that remains. The kindly protection most 


required is that of supplying the basic needs of the 
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In this ingenious diagram, 
Nathan Shock, a pioneer in the field of aging, 
has indicated the close interrelationship 
between the biologic, physiologic, psychologic, 
social and economic aspects of aging. TRAINIFC 
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body by nursing care. Elaborate housing facilities for 
this group of the elderly is inappropriate and un- 
necessary. 

2. Curative medical care of older individuals. This 
embraces the current practice of medicine—repair and 
restoration, insofar as possible, of broken bodies, organs 
and spirits. 

3. Positive health. The prevention of disease and 
the encouragement of energy maintenance and specific 
motivation represent a new field of great potential for 
aging man. 


Vagaries of Vital Statistics 


The most common pathology of individuals in the 
later years involves the vascular system, neoplasia, 
skeletal system (osteoporosis, osteoarthritis) and 
nervous and mental disorders. A comparison of the 
most common causes of death in 1900 and those 50 
years later indicates a rapid increase of the fatalities 
due to disorders of the circulation. The variety of 
diagnoses listed on death certificates include arterio- 
sclerosis, hardening of the arteries, cerebral throm- 
bosis, cerebral complications, coronary occlusion, 
myocardial infarction, hypertension, diabetes and 
other vascular diseases. The morbidity and mortality 
of all of these conditions have a common denomina- 
tor, that is, a pathologic condition involving the vas- 
cular system. 

Scientific progress has amassed a huge amount of 
valuable information. In order to derive maximum 
benefit from already available knowledge, simplifica- 
tion and clarification of statistics wherever possible 
should be established. 

There are many different types of neoplasia. A more 
accurate classification would, no doubt, reveal a higher 
death rate than that in current vital statistics tables. 
The cause of cancer is not known. The American 
Cancer Society and leading authorities state that if the 
diagnosis were made earlier and adequate therapy insti- 
tuted, a substantial number of lives now being de- 
stroyed could be saved. 


Cellular Aging 


The cells in the human body are in a perpetual flux 
of concurrent degradation and renewal; cells exist in a 
state of perpetual reorganization. The old man is not 
the same individual he was in his youth, for the ma- 
terial of which he is composed is continuously being 
replaced by new material molded to the same shape. 

Within a single person the process of aging acts at 
different speeds. Cowdry further points out that the 
coronary arteries seem to age more quickly, and the 


ovaries become senile long before the other endocri:ies, 

The human life span, which many authorities iow 
place at about 100 years, will be extended as the com- 
mon diseases of deterioration which destroy life are 
brought under control. The possible life span of the 
several systems is different from that of the whole 
body. Friedenwald believes that the possible life span 
of the tissues of the human eye may be about 120 to 
130 years, if the body itself could last that long. Weid- 
mann has shown that the skin on the body of a man of 
85 affords the same protection as it did at the age of 20. 
Cowdry has suggested that the epidermis in the 
healthy individual may have a life span exceeding even 
that of the human eye. He points out that there are 
reservoirs of cells that never age, such as those in the 
bone marrow. 

Warren Andrews, in discussing the cellular basis for 
aging, also is impressed with the fact that cells and 
different tissues of the human body have a different 
life span. The cells of the nervous system have a dura- 
tion of many years. 

Important new data refute the long-held view that 
nerve cells, because of their high specificity, are in- 
capable of division. Older textbooks presented the 
impression that the cells of the central nervous system 
were stable in number from the time of birth through- 
out the life of the individual. Andrews describes ex- 
periments with nerve cells in mice in which there was 
a tendency of nuclei and cell bodies of the nerve to 
divide. Observations by Weiss, Windle and Andrews 
prove that the neuron is capable of regeneration follow- 
ing injury. The neuron has demonstrated an unsus- 
pectedly rapid turnover of protoplasmic constituents. 
Weiss indicated that nerve tissues have a great pro- 
pensity for regeneration. 

Throughout the life of an individual the cells which 
make up the nervous system keep renewing their 
substance in a kind of adaptive process. Aging of nerve 
tissue, according to Weiss, is by no means a loss of 
physical substance but rather a matter of inadequacies 
and incongruities performed in the renewal phenome- 
non, with subsequent decline of the adaptive feature. 
The possibility exists, therefore, that under optimum 
conditions of nutriment supply and performance, the 
life of the nerve cell, in theory at least, can be extended. 
The nucleus and cell body of nerve cells enlarge in 
response to excessive functional bombardment. Neu- 
rons deprived of excitation atrophy. Nerve cells exist 
in a state of perpetual regeneration, and cell sizes vary 
throughout life. The cells are in perpetual renewal; 
therefore, they are capable of mutation both in adaptive 
and regressive direction. There is instability of the 
molecular life below and plasticity on the supracellular 
level above. Regenerative growth of the nerve fiber is a 
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permanent feature of neuronal life as long as some 
contact exists with the cell body. 

At present scientists in many laboratories are study- 
ing one-celled animals and others with relatively few 
cells. In certain protozoa and metazoa the life history is 
variable. Individual life ends for the protozoa not by 
death but by fission, where from one individual two 
individuals are formed. 


The Aging Skeleton 


Since Virchow opened a chapter on connective tis- 
sue, knowledge has continued to accumulate with 
reference to the skeleton and its disorders. Osteoporosis 
and arthritis are the most common disorders of the 
skeleton in older persons. The refinements in research 
techniques, while they have added much in basic 
knowledge, have not carried over into clinical practice. 
There is a lag in the application of,information which 
is bound to prove helpful when applied clinically. 

The new techniques of studying the structure and 
function of ground substance, organized by Karl 
Meyer, focus attention on the ultimate site of degenera- 
tion in osteoporosis and arthritis. Colloid chemistry is 
deeply involved in the degenerative disorders of bone 
tissues. The mucopolysacchyrides and mucoproteins, 
fibrillary elements and collagen are under examination. 

The diagnosis of osteoporosis and osteoarthritis is 
made by radiography, which reveals thinning of bone 
cortex, expanded intervertebral discs and collapsed 
vertebrae. These conditions set the stage for frequent 
fractures in the elderly. At the October, 1958 sym- 


posium on “Bone as a Tissue” at the Lankenau Hos- 
pital, authorities from various parts of the world pre- 
sented results of negative calcium balance, either due to 
low intake, malabsorption or hypercalciuria. Whedon 
believes that in paraplegics osteoporosis of disuse may 
result from neuroendocrine factors. Reifenstein is of 
the opinion that endocrine imbalance in old age is but 
one of the factors in the production of osteoporosis. 

A healthy old age can be reinforced by a rugged 
skeleton. M. R. Urist reports that nutrition of calcium 
is a secondary factor insofar as low intake or malab- 
sorption exists. It may accentuate the condition in 
those susceptible to osteoporosis. Normally the body 
has a capacity to adapt to low calcium intake in 
several months; however, this may invite trouble. 

At present the literature on osteoporosis shows the 
majority of authors in favor of endocrine imbalance 
rather than calcium deficiency as a primary factor. 

Until definitive information becomes available, the 
aging individual should have an adequate calcium 
intake of at least 1 Gm. per day. In addition, an ade- 
quate well-balanced diet and other nutrients is neces- 
sary. The use of hormones can be determined only by 
the needs of each individual. 

The bone cell, like the nerve cell, is in a continual 
state of flux throughout its life. The cellular activity 
of the skeleton is dependent on endocrine function, 
nutriment and exercise. The work of Albright, Reifen- 
stein and their coworkers has shown control of bone 
metabolism to be a function of the parathyroid glands. 
Deficiency of knowledge exists concerning the primacy 
of calcium in the diet and bone structure. The aging 


TEN LEADING CAUSES OF DEATH IN THE UNITED STATES—PER 100,000 POPULATION 


Rank 1900 1946 


1957 

Tuberculosis. . . . . . 195 Diseases of Heart... . 307 Diseases of Heart. . . . . 369 
Diarrhea and Enteritis. . . 140 Accidentsand Violence. . 88 Accidents. ....... 57 
4. Diseases of Heart. . . . . 137 Cerebral Hemorrhage. . . 78 Diseasesofinfancy.... 39 
= Accidents and Violence . . 88 Pneumonia ....... 38 Arteriosclerosis. ..... 20 

Cerebral Hemorrhage . . . 77 ‘Tuberculosis. ...... Debt 
10. 40 Arteriosclerosis. ... . . 17. ‘Tuberculosis... .... 8 


Table 1. 
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skeleton tolerates inactivity badly and osteoporosis, 
the result of disuse, is widely observed. Suggestive 
evidence now at hand indicates that the brittleness of 
the aging skeleton can be in a measure controlled by 
diet, exercise and glandular supplements. 


Aging Muscles 


Physical fitness is the ability to maintain normal 
equilibrium during strenuous exercise with minimum 
deviation from the resting state. After vigorous activity 
prompt restoration of basic conditions is noted. A per- 
son with high physical fitness will be able to fulfill 
tasks involving physical activity more effectively and 
with less effort than a person with low physical fitness. 
Human tissues are created for performance. 

It is possible to measure performance capacity under 
varying degrees of stress. Astrand, by the use of the 
bicycle ergometer, studied maximum oxygen intake, 
blood lactic acid concentration, heart rate, pulmonary 
ventilation and electrocardiographic tracings in a 
group of males ranging in age from 25 to 70 years. 
While there is a diminution in performance capacity 
with advancing age, training can improve performance 
in older bodies; the more a muscle is kept active the 
better its ability to perform. Alternating rest periods 
add to the performance durability of the older indi- 
vidual. A high standard of physical health means that 
the individual can carry on heavier muscular exercise 
for a long period of time. These observations point to 
the advisability of aging individuals to maintain their 
muscular equipment in good tone. 

Astrand emphasizes that organs (muscles) are 
created for an activity level much higher than the basal 
metabolic rate. Experimentally, it is essential to know 
the maximum activity level of healthy, normal subjects 
of different sex and age. This represents valuable in- 
formation with reference to circulatory and respiratory 
function or insufficiency in health and disease states. 
The capacity for physical work in industry can be de- 
termined by methods devised by the Astrands. Useful 
information of the body as a muscular machine per- 
tains to its ability to perform prolonged work. Ob- 
viously overstrain, especially in an older body, may 
precipitate serious consequences. Testing an indi- 
vidual’s capacity is a desirable and practical pro- 
phylactic measure. The capacity of oxygen intake is of 
first importance; the level of the blood lactic acid 
furnishes a valuable control for the degree of exhaus- 
tion. The diminished heat output of older people is 
ordinarily the result of less exercise. 

Quantitative measurements of the strength of 
various muscle groups shows a gradual decrement 
with passing time. More reliable data may be forth- 
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coming as more refined methods are develope! to 
measure the stamina of various muscle groups under 
controlled conditions of tension. The peril of disuse 
should be kept in mind. Lack of exercise, it would 
appear, invites atrophy, a condition synonymous 
with the decrepitude of old age. 


The Aging Vascular Wall 


Paramount in discussion of aging tissues is con- 
sideration of the vascular system. A logical argument 
can be made out that all age changes actually are 
secondary to compromises in the circulation. The 
relative position of the dividing line between physio- 
logic and pathologic processes in arteriosclerosis is 
important. Lansing and others have studied alterations 
in the vessel wall which appear with the passage of 
time. The mechanistic theory of thrombosis-induced 
arteriosclerosis sponsored by Duguid is somewhat in 
this area of age change as well. Changes in the intima 
have been seen even in infants; studies of the vascula- 
ture of young Americans killed in battle showed much 
premature change. However, even acknowledging to 
the fullest a chronologic factor, the real scourge of 
atherosclerosis appears to be primarily a disease proc- 
ess. If it is not initiated as a disease, at least it is 
perpetuated as such. 

Many factors are operative in atherosclerosis— 
heredity, sex, exercise, associated disease states, blood 
pressure. Yet when factors which can be corrected are 
accounted for, there still remain many Americans 
crippled and killed by the disease for which some other 
factor must be held accountable. At present, the most 
likely explanation available is that of diet. We are cer- 
tainly in an era of public awareness of all diseases—of 
this one in particular. Enthusiasm has engendered pre- 
mature statements; confusion has followed. From con- 
trolled studies it is evident that dietary fat is of prime 
importance in atherosclerosis. The quantity eaten has 
been amply documented by Keys as a basic factor. The 
quality, that is, degree of saturation, has more recently 
been implicated by Ahrens, Bronte-Stewart, Kinsell and 
others. Morrison has demonstrated the prophylactic 
benefit to be derived from a low-fat diet in a group of 
coronary patients. Other similar studies are becoming 
available. 

Behind such clinical work lie exacting explorations 
of metabolism. Siperstein, Chaikoff and Gurin outlined 
details of tentative pathways. Emphasis now has 
shifted from qualitative relationships to precise quan- 
titative measurements of mass action effects of body 
nutrients. The recent discovery of the mechanics of 
the hexose monophosphate shunt and their applica- 
tion to vital problems is a great advance in knowledge. 
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Evidence is accumulating that a more generous use 
of nonesterified fatty acids in the diet will act as 
anticholesterolemic agents and have a controlling in- 
fluence in the preservation of the vascular wall. 

Dietary fat has been accorded a central role in the 
pathogenesis of atherosclerosis. It has not been until 
recently that the qualitative, as well as the quantita- 
tive, aspects of fat ingestion have been appreciated. 
The final practical application of this appreciation to 
the processes of human atherosclerosis is not yet clear. 
However, in experimental animals the deposition of 
arterial plaques has been shown to be markedly af- 
fected by the fat type as well as its abundance. In ad- 
dition, in human and animal studies the serum choles- 
terol levels are seen to be influenced Ly alteration in 
the types of dietary fat provided. 

Strict vegetarians have been noted to exhibit low 
serum-cholesterol] values. Schonheimer is said to have 
advised his patients with elevated cholesterol levels to 
adopt a vegetable-fat program as early as 1933. Others 
came to this realization as well, so that a few years ago 
mention of the relative value of vegetable fat in con- 
trast to animal fat was commonplace. Initially, vege- 
table fat was considered to be merely not so atherogenic 
as the animal counterpart, but the concept soon 
evolved that vegetable fats were not only less harmful 
but that they exerted, in some way, a protective in- 
fluence against deposit in the arteries. The possibili- 
ties that this was due to the presence of cholesterol- 
inhibiting sterols or to phospholipids were discarded 
in favor of that of the unsaturated fatty acids. Nearly 
all studies on this subject have been directed toward 
the correlation of the iodine number of a fat with its 
effect on atheroma deposit and/or serum cholesterol 
levels. 

The early studies on the nature, role and impor- 
tance of nonesterified fatty acids by Gordon, Dole and 
Havel are representative of the information which is 
sure to follow. : 

Twenty rabbits were fed high-cholesterol diets, with 
12 receiving a supplement of fatty acids with varying 
amounts of saturation, by Bortz, Larsen and Civin. 

Those that received the unsaturated fatty acid sup- 
plements developed distinctly less atherosclerosis than 
those fed cholesterol alone or cholesterol plus a satu- 
rated fatty acid. 

The unsaturation appears to have increased the se- 
tum cholesterol levels above the levels of the animals 
fed cholesterol alone or those with a saturated acid 
addition. No alteration in serum lipid phosphorus or 
total serum lipids is apparent. i 

Progress goes forward on a broad front. It is not pre- 
mature to urge application of the precepts described 
above. Restriction of saturated fatty acids in diets and 
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Figure 2. Aortas from animals given the high-cholesterol diet 
plus oleic acid. 

Ficurrs 1, 2 and 3 are reproduced through courtesy of the AMA 
ARCHIVES OF PATHOLOGY. 


incorporation of unsaturated fatty acids should prove 
of immense value in protecting the aging vascular wall. 


Male and Female Aging 


Nature apparently places a higher value on the fe- 
male, the mother of the species, than the male. The 
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more fragile male fertilizes, the female nourishes the 
individual and the race. The female is anabolic, the 
male, catabolic. The female conserves, the male spends. 
The sperm searches for the egg, the egg awaits the 
sperm. The female body appears to be more complex, 
especially in its glandular equipment. The female usu- 
ally requires more repair work. However, while her 
body will bend, the male body will break. The female 
can withstand more abuse possibly because her cellular 
constitution has a greater reserve capacity built into it. 

In a comparative study of the life records of some 
41,000 Roman Catholic celibate educators in the 
United States from 1900 to 1954, F. C. Madigan found 
that although their life expectancy was greater than 
those of the general white male population, it was ex- 
ceeded by celibate white women in relatively compara- 
ble conditions of stress and demand. If this trend con- 
tinues, as more and more of the population attain a 
round century of the life span, women will outnumber 
men by the ratio of approximately five to two. 

Sex potency waxes and wanes in both male and 
female. The tempestuous drive of early adult life 
seems to be at its height with optimum ability of both 
male and female for reproductive purposes. Beyond 
climacteric, sex potency exists in variable forms and 
interest. Goethe, when in his seventies wrote, ‘Every 
man is an Adam for he is sooner or later driven out of 
the Paradise of the warm emotions.” The stimulation 
of specific (sex) tissues to action by hormones (testos- 
terone) may produce temporary potency at the ex- 
pense of myocardial and liver (focal necrosis) damage. 
Reproductive capacity of the female may persist into 
the later years. A recent report from England testifies 
that a woman in a small village became pregnant at 75. 
Another report from South Africa announces the birth 
of quadruplets, three boys and a girl, by a 51-year-old 
African woman. All were doing well after delivery. 

Sex allure may be enhanced by maintenance of re- 
silient physical fitness (muscular strength), tissue 
tonicity (avoidance of tissue relaxation) and attractive 
grooming. Sex attraction need not entirely disappear 
in later life, provided the intangibles of relationships 
and body vitality are maintained. 


Psychobiology of Aging 


The psychobiology of aging is an area in which ex- 
plorations have thus far not attained the accomplish- 
ments made in studies of somatic processes. 

Aging is a normal phase in the life of the individual 
that has been preceded by infancy, childhood, adoles- 
cence, adulthood and the middle years. ‘Each of these 
has its own unique qualities with reference to growth 
and development. In each of these periods, there may 
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be specific recession, the result of a disease process, 

Considerable research work has been carried on to 
try to evaluate behavior, attitudes and motivation. The 
results thus far are not convincing; so many variables 
exist that progress has been slow. Many misconceptions 
exist in the popular mind with reference to senescence 
and decline; these should be re-evaluated. 

In discussing the performance of older individuals 
on the basis of the abilities of younger persons, we 
attempt to measure the ability of the older person only 
on the basis of those possessed by a younger man. We 
should include the assets which the older man has 
acquired which the younger man does not yet possess. 
Indeed, many of the abilities of the young working man 
are those which have with the machine age become of 
considerably less importance. Physical strength, speed 
and the capacity for prolonged physical endeavor may 
be essential for the performance of heavy tasks. In an 
age rapidly becoming mechanized even with respect to 
the trivia of life where automation has applied greater 
skill and accuracy, the physical power and dexterity of 
the young working man becomes of less importance. 
Indeed, it would appear that the mature, older indi- 
vidual, as the result of knowledge and experience, may 
well become of greater value to industry than he was in 
the simplified mechanical era of former years. 


Nervous and Mental Disorders 


The cause of mental deterioration in the elderly is as 
yet an unsolved problem. It has been shown that satis- 
factory mental function may occur even with advanced 
brain pathology ; conversely, many individuals with no 
demonstrable lesions in the nervous system have be- 
come mental invalids. 

In a review of current psychologic trends, Dr. 
Howard P. Mitchell has indicated the trend of current 
investigations. 

Psychologic research in gerontology first centered 
upon the assessment of changes brought about by age 
in intelligence, perception, memory and mental eff- 
ciency. Results of these efforts first suggested a marked 
deterioration in old age of all psychologic components 
evaluated. In the last five years investigators have be- 
gun to realize that much of the earlier findings point- 
ing toward rapid decline in abilities were obtained from 
restricted samples of aged individuals and were not 
truly representative. The samples were biased in that 
they were principally composed of aged individuals 
available for study in our institutions and hospitals. 
As Lorge points out, “‘a significant step in the growing 
sophistication of psychologic research in this area has 
been the increased emphasis given to reducing the 
possibility of bias in the sample tested or appraised 
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during recent investigations.” Therefore, recent studies 
now suggest that there is a slow but steady decline in 
intellectual abilities from age 20 to 60, with a slightly 
increased rate of decline after 60. Moreover, Bayley 
and Oden’s investigation of well-educated, intellectu- 
ally active adults suggests they not only do not lose 
their verbal skill but they may even improve with age. 
There has also been strong argument in favor of study- 
ing aging from the developmental point of reference, 
and as a process closely related to other life processes 
and not an isolated pursuit. The recent work of 
Pressey and Kuhlen adopts this developmental per- 
spective and traces many interesting aspects of “Psy- 
chological Development Through the Life Span.” 

If it is our goal to aid the increasing millions past 50 
toachieve a more meaningful adjustment to longer life, 
then some facts emerging from the social, psychologic 
and sociologic studies are important to us. Distinctive 
contributions to understanding the nature of the 
development and decline of abilities also have been 
obtained from studying extreme manifestations of 
them—in outstanding accomplishments and mental 
illness. Notable on the one hand, is Lehman’s com- 
prehensive study of the age at which outstanding people 
have made their creative contributions. The results 
suggest: ““The lengthening of life in modern times 
(and the increasing complexity in such fields as science) 
does not seem to postpone the age of best creative 
effort or lengthen that period. Instead, it has recently 
tended to come earlier, perhaps because of better op- 
portunities. Somewhat in contrast, great leadership 
comes at later years—military leadership most often 
appearing in the forties and political and business 
leadership in the fifties and sixties.”” Development and 
change in the nature of abilities through adult life 
seems clearly indicated but we know little about such 
change relative to different levels of attainment. 

Mental illness, largely absent in childhood and early 
youth, grows steadily in frequency in earlier adult life, 
hits a plateau in the middle years but mounts rapidly 
in old age. Study of individual cases points out that 
contributing factors are constitutional inadequacy or 
instability and identifiable physical disease. Moreover, 
it is becoming increasingly evident that largely con- 
trollable stresses of life play at least a precipitating part. 

Some of these stresses are sociologically and cul- 
turally determined. Havighurst reports in The Sociologic 
Meaning of Aging that social competence varies as a 
function of its usefulness in society. The extent to 
which a society continues to expect a man to contribute 
to his and the community’s welfare through: his inde- 
pendent efforts will affect the degree to which he feels 
competent. This raises the question of the great need 
for psychologic studies of motivational patterns in aged 
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people. We agree with R. E. Tunbridge that such 
studies might well begin with those reaching the later 
years successfully. We need to know more about the 
man who continues to have wide interests and has full 
retention of his faculties as he reaches old age. 

W. W. Morris, of the State University of Idaho, has 
likewise said that while some slowing of mental proc- 
ess occurs in the elderly, there are compensatory 
values which more than offset this. He agrees that while 
there may be some real decline, it cannot be regarded 
as the general rule for psychologic processes. 


The Historic Perspective 


The changing attitudes toward the elderly are clari- 
fied by noting the respect shown them in different 
cultures through the ages. In primitive times there 
were no gerontologists. Attrition of the aged might 
be described as geriatrition, with somewhat different 
connotations from the title of the modern specialist. 
Life was rugged and dangerous at the dawn of history ; 
all of the resources of the tribe were required to with- 
stand the dangerous threats surrounding them. In- 
adequate individuals were promptly discarded. In the 
Greco-Roman period, age was looked upon as a cumu- 
lative evil. “Even the gods hate old age,” spake 
Aphrodite. In ancient Chinese culture the aged were 
regarded with deep reverence. 

In Biblical times, the Judeo-Christian ethic brought 
them compassion, and, in the Papacy there was a rul- 
ing Gerontocracy. Although evil demons and irra- 
tional fears threatened society, advancement in knowl- 


Figure 3. Aortas from animals given the high-cholesterol diet 


plus linolenic acid. 
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edge concerning disease and human deterioration was 
not increased. Late in the nineteenth century Louis 
Pasteur demonstrated the value of observation and 
scientific study, from which data society began more 
effectively to find the way to a longer and richer life. 

In the middle of the twentieth century there is a 
recognition of the potential of growing with the years. 
George Russell Harrison, dean of science at the Massa- 
chusetts Institute of Technology, has written a 
stimulating book entitled What Man May Be. 

The rapid progress of science since the turn of the 
century has completely transformed society. The indus- 
trial revolution of the latter nineteenth century was 
followed by a scientific revolution. The discoveries of 
Pasteur, Lister, Koch and other scientists have had a 
unique impact on man’s search for a healthier existence. 
Medical educators in the past quarter century have 
found it difficult to systematize and classify data from 
the world’s numerous centers of science and culture. 
Medical practice is undergoing a transformation. In 
addition to concern for the treatment of disease and 
trauma, physicians now recognize the enormous poten- 
tial of the human body and mind in the promotion of 
positive health. What man may be will become an ex- 
citing new area for medicine in the latter part of the 
twentieth century. 


Sociologic Issues 


Many important observations are being carried on 
regarding the intimate relationship between the older 
individual, his family and his community. The Teach- 
ing Institutes of the Association of American Medical 
Colleges set up by George Packer Berry, then president 
in 1949, emphasized the basic interdependence of medi- 
cal science, anthropology and sociology. 

Medical education is undergoing a cautious transi- 
tion, with new courses in growth and development in 
some schools that furnish opportunity for students to 
develop a positive attitude concerning health, devel- 
opment, maturation and aging of the individual. 


GreEAT CHALLENGE FOR MEDICINE 


In the widening approach of science and its concern 
for health maintenance, the sociologic problems touch- 
ing on the health and satisfactory function of the 
individual are brought into the realm of medical re- 
sponsibility. This is the modern look in medicine. It is 
an exhilarating new dimension, for medical science can 
now offer society a healthier living program. 

The new knowledge bearing on longer and healthier 
living should certainly have a wholesome impact on 
society. The innumerable technologic advances that 
will revolutionize the fields formerly needing heavy 
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manual labor, will reflect on the well-being of the work- 
ing man and his family. All of these advances should 
lead to a healthier social order—provided they are 
directed and utilized appropriately. No one member of 
society is so qualified as the physician to advise the 
public in its search for better health. The time has 
arrived when the medical man should confer with the 
sociologist, psychologist, anthropologist and their co- 
workers in evaluating the primary influences in the 
community that concern aging citizens. 

There is a considerable lag between the information 
available on maintaining health, and its application, 
and teaching in the schools of the nation. This rep- 
resents a unique challenge to the medical profession, 
Unfortunately, medicine has only recently turned its 
attention to those customs and attitudes of society 
which have been detrimental to older people. 

In our confused thinking of the complicated issues 
facing us, there is need for re-examining accepted 
attitudes and practices concerning older people. In 
meeting the challenge of our aging population, cul- 
tural reorientation is indicated (See Table 2). For ex- 
ample, as emphasis on youth and precocity of the young 
has characterized our educational and social philoso- 
phy during the first half of the twentieth century, the 
time is here to take cognizance of mature and older citi- 
zens. Since youth has been served, now age has come 
of age. Also, the family should be included in assessing 
health and medical problems of the individual. This 
broader approach, sufficiently developed, will produce 
broader-informed physicians and better health. 

Emphasis on age and evaluation of the individual 
with reference to the biologic rather than his chrono- 
logic age, will make for a sharper and more exact 
assessment of the whole person. 

The shift from the acute to the long-term illness of 
common occurrence makes it necessary for keener 
appreciation of the multiple pathology that results in 
prolonged illness. As much emphasis has been placed 
on illness and human deterioration, additional knowl- 
edge concerning the avoidance of many acute dis- 
eases brings to the fore a more hopeful prognosis for 
the prevention of many of these afflictions. Therefore, 
a change from a sickness-oriented point of view to a 
positive and health-oriented approach has much to 
offer. 

As many of the common acute diseases have been 
brought under more effective control, long-term dis- 
orders have become the principle threat to the health 
of older people. Public institutions are overloaded by 
patients suffering from a break in the integrity of the 
vascular system, skeletal system, neoplasia and nervous 
and mental disorders. These four diseases must be 
neutralized if man is to enjoy longer life. 
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RE-EVALUATION OF THE FAMILY 


Relaxing of family bonds and loyalties has resulted 
in two social maladies, juvenile delinquency and disre- 
gard for the health and happiness of the elderly. A rec- 
ognition of the intangibles bearing on family living is 
essential. Sociologists are studying various phases of 
family life in an endeavor to revitalize the basic values 
inherent within the family circle. A conference under 
the auspices of the Insurance Company of North Amer- 
ica, held in California in January, 1959, highlighted 
the need for study of the family as it bears on the health 
of all its members. Well adjusted, healthy families are 
the basic units of a strong, healthy community. A 
population within two decades including 25 million 
citizens 65 years of age and older will depend upon a 
healthy integration within the social fabric, in a mean- 
ingful capacity of these oldsters. This is of first im- 
portance. The fight against old age is not so much a 
battle of deteriorations of the body as for the preserva- 
tion of the capacity for happiness. 


A Seconp CAREER 


To achieve this goal for a vigorous society, out- 
moded manners in the realms of education, industry 
and government must be altered. The custom of 
compulsory retirement, at an age when many indi- 
viduals have attained their top performance capacity, 
must give way to more realistic programs. These 
should be plans looking forward to a second career. 
This will bring about more enduring satisfactions 
bearing on work, recreation and a sense of belonging. 

Since the span of life of modern man is moving 
nearer the century mark, with a higher level of well- 
being in the later years, the advisability of definite 
plans for utilizing the added years becomes apparent. 
Perhaps the years of future man might be divided into 
trimesters with an epilogue. During the first trimester, 
from 1 to 30 years, basic growth and development 
should be encouraged, with training to fit the indi- 
vidual for the second trimester. Establishment of a 
family and entrance upon one’s first major life work 
would represent the second period from age 30 to 60. 
During this time attention should be directed to the 
third trimester from 60 to 90, the period of the second 
career. The years beyond 60 in reality should be the 
harvest years in human existence. In this period of 
fruition, when an individual has had years of knowl- 
edge and experience, and with the encouragement of 
society to maintain a useful place within the social 
fabric, a new dimension can be evolved for older 
citizens. During this time participation in the broader 
activities of the community, civic and religious or- 
ganizations could well become rich dividends in terms 
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CULTURAL REORIENTATION 


From To 
Youth-oriented Society . . . . . A Mature-age Oriented Society 
Chronologic Time. . . . . . . . . Biologic Time 
Sickness-oriented . . . .... =. . Health-oriented 
Acute Disease . . . ... =. =. . . «Long-term Disorder 
. ......+.. 2... . . A Second 
Table 2. 


of achievement. Beyond 90 would be the epilogue of a 
long life. In these twilight years moderate recession 
would be according to the nature of things. With such 
a program, if society were to encourage this broader 
view of human living, the potentials of older men and 
women would stand a better chance of development. 


New Soctat Patrerns NEEDED 


Building social patterns takes time and leadership. 
It must be based on careful thought and study and this, 
in turn, to be effective must be developed by pilot 
activities conducted over a period of time. 

Left alone, much of this would be done by welfare 
workers, politicians and social scientists. On this basis, 
there is no assurance that the result will be in line with 
the thinking of other community leaders, including 
doctors, nor may it reach its full development as well 
or as quickly as if guided by the latter. 

The assumption of a role of leadership in this field 
is not new to medicine. Industry and science have 
shaped the fabric of our society by the products they 
have developed and the new fields of endeavor they 
have pioneered. All these new changes have been 
accomplished by getting the public to accept and 
adopt new social patterns. 

Medicine has a large stake in building such a so- 
ciety. It has the needed skill and experience. What is 
being done and can be done to insure that the transi- 
tion will be made in a well-thought-out manner, with 
clear objectives and carefully developed policies to the 
end that our senior citizens—20 years hence—will 
contribute a new and constructive dimension to our 
democratic society? The answer to this problem is 
the major issue of the present era. 


A coupon for ordering an extensive bibliography accompanying 
this article may be found adjacent to or near the Index to Advertisers. 
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Early Probing for 
Congenital Dacryostenosis 


RICHARD J. BROGGI, 


Worcester, Massachusetts 


Early probing of the nasolacrimal duct 

is easy and effective. 

Medical treatment is often inadequate. 
Later probing is complicated 

by increased obstruction 

secondary to chronic, uncontrolled infection. 
Apparent spontaneous cures 

can lead to recurrent obstruction. 


ALTHOUGH MANY CLAIMS have been made for the spon- 
taneous cure of congenital dacryostenosis with con- 
servative or medical treatment, evidence is accumulat- 
ing that the ideal treatment for this condition is early 
probing of the nasolacrimal duct. There has been a 
unanimity of opinion among those who have reported 
on early probing as to its superiority. Properly per- 
formed, this procedure is simple, safe and curative. 


Other Methods 


Dacryocystitis with consequent discharge from. the 
lacrimal punctum is, of course, an invariable result of 
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dacryostenosis. Although this has been described as a 
mucous dacryocystitis in infants, Nelson has conducted 
bacteriologic studies which reveal the infectious nature 
of the discharge. When dacryocystitis has intervened, 
there may be a sufficient volume of fluid in the lacrimal 
sac to effect a hydrodynamic cure. This is accom- 
plished by pressure over the lacrimal sac, coupled 
with massage in a downward direction, toward the 
nasal ostium, so that a fluid wedge is kept ahead of the 
massaging finger to rupture the imperforate nasal 
ostium. This is not often successful and is always in- 
effective when there is scant discharge present in the 
lacrimal sac. Moreover, when it is successful, there is 
the objectionable feature of necessarily expressing 
infectious or potentially infectious material into the 
nasal cavity and pharynx of these infants. 

Proponents of conservative treatment claim that 
about 50 per cent spontaneous cures occur with 
medical therapy and thus that the decision as to 
probing should be deferred until the child is at least 
6 months of age. I believe that in many of these spon- 
taneous cures, partial obstruction remains, as evi- 
denced by intermittent epiphora and discharge, re- 
vealed by a careful history. Gamble and others are of 
the same opinion. This partial obstruction probably 
becomes complete when the further embarrassment of 
congestion of the nasal mucosa is added (such as 
during an upper respiratory infection). 

Of course, even the staunch proponents of medical 
therapy admit that many children are not benefited by 
this treatment and must, therefore, be scheduled for 
probing if congenital dacryostenosis is still present at 
6 months of age. 

In conducting comparison series of both early (3 
weeks to 3 months: 67 nasolacrimal ducts), and late 
probings (6 to 104 months: 59 nasolacrimal ducts) for 
congenital dacryostenosis, I noted that it is typical to 
find more and firmer areas of resistance in the naso- 
lacrimal ducts of the older age group. Moreover, in 
over one-third of this older group, a hard, bony re- 
sistance was encountered at the lower end of the naso- 
lacrimal duct or at the nasal ostium. Even though this 
could be felt rather than seen, the typical gritty re- 
sistance to the tip of the probe left little doubt as to the 
calcified nature of the obstruction. All of the young- 
sters in this older probing group were on the pre- 
liminary conservative treatment of daily, chemothera- 
peutic or antibiotic eye drops for several weeks or 
months. Consequently, there was relatively little 
discharge or evidence of dacryocystitis, as such, during 
this period of medical treatment. 

In several of these older youngsters, epiphora was 
present only intermittently as determined by careful 
history and it is probable that some of these might 
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a have been considered spontaneous cures in other _ this younger series, and in every instance, there was 
ed series. Moreover, in those instances where epiphora _a complete and permanent cessation of the signs and 
re was present only intermittently, there may have been — symptoms of dacryostenosis. 
d, some degree of patency with only partial obstruction. Of more than passing interest, perhaps, is the unusual 
al Nevertheless, firm obstruction was encountered at the _ instance ofa four-pound infant in the premature nursery 
n- lower end of the nasolacrimal duct in every instance who had, in spite of medical treatment, recurrent, 
od and also, in several patients, at other levels. It was _ right-sided dacryocystitis since shortly after birth. A 
ne even necessary to repeat probing in two patients who culture of the ocular discharge had revealed the 
ne had calcified nasal ostia. presence of a pneumococcus, and one reason I was 
al I believe that even in the relative absence of dis- asked to see the infant was because of the potential 
n- charge and epiphora during medical treatment, these _ danger of a spreading infection in the premature nurs- 
ne nasolacrimal ducts were the site of obstruction, stasis ery. This small infant’s right nasolacrimal duct was 
is and subclinical chronic infection which resulted in probed with a stainless steel stylet-wire from a No. 
1g cicatricial narrowing at various levels of the ducts and, _21-gauge hypodermic needle, with resulting prompt 
ne in many cases, even bone formation at the nasal subsidence of the dacryocystitis. 
ostium, the most dependent portion. Of course, all of There are many advantages to early probing. First 
at these older youngsters were operated on in the hos- _and foremost, it establishes the normal drainage func- 
th pital, under general anesthesia. Of necessity, probing _ tion of the nasolacrimal duct at an early age. It is 
to and irrigation were performed separately, since a much — obviously superior to conservative or medical treat- 
st larger instrument (Bowman #1 probe) had to be used — ment in that it avoids a long, drawnout period of 
- to open the firm areas of obstruction. instillation of drops and massage and immediately 
fi- There is ample evidence that the pathology of _ establishes, without remaining doubt, a widely patent 
as: congenital dacryostenosis consists of persistent em- 
of bryonic tissue at the lower end of the nasolacrimal 
ly duct, so that, in effect, there is an imperforate nasal 
of ostium. Thus, the term congenitally imperforate naso- 
= lacrimal duct or nasal ostium would be the proper 
one, but congenital dacryostenosis is much less cum- 
al bersome. Before infection with scarring occurs, per- 
ny foration of this vestige is very easily accomplished by 
al probing so that a patent and functioning nasolacrimal 
at duct results. It logically follows, moreover, that early 
removal of the abnormality and establishment of nor- 
(3 J mal function is ideal. 
te 
or 
10 Probing Technique 
e Probing in the younger patients is conducted as an 
- office procedure. Adequate immobilization of the infant 
- by swathing is essential. In addition, instrumentation 
1) may be minimized by employing a gold, lacrimal can- 
- nula, attached to an ordinary 2-cc. syringe for irriga- 
oa tion, as the probe. This is to be preferred since the 
a cannula is small enough in diameter so that stretch- 
B- ing or overdistention of the lacrimal passageways is 
» avoided and both probing and irrigation may be ac- 
» complished in one manipulation (Figure 1). 
e In the younger patients who underwent probing, it 
le was typical to find only a soft, membranous resistance 
'S at the lower end of the nasolacrimal duct which was 
in accordance with the histologic studies. ‘This was Figure 1. LUlustration to show immobilization of the infant by swath- 
very easily ruptured with the lacrimal cannula so that tape 
at , , . ao umb, with @ square of gauze, to depress the lower lid until lacrimal 
was unnecessary to repeat probing in any instance in _punctum dilatation is accomplished and the cannula is introduced. 
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passageway. In addition, as opposed to later probing, 
it is easier and may be conducted as an office pro- 
cedure so that the expense of hospitalization and the 
necessity for general anesthesia, with all of its at- 
tendant risks, are avoided. It has been proved non- 
injurious to infantile tear ducts, when properly per- 
formed, and perhaps the only objection is the ac- 
companying infantile crying which occasionally brings 
complaints from waiting office patients. Since the 
entire procedure, from the mother’s arms to back 
again, literally takes no more than five minutes, this is 
hardly a valid objection. It is possible that by taking a 
stand for very early probing, a few nasolacrimal ducts 
will be probed which might otherwise have had a 100 
per cent cure with conservative therapy. The over-all 
situation is such, however, that the vast majority of 
these infants will be assured of a prompt and complete 
cure who might otherwise have had only a partial cure 
or have come to late probing with a truly stenotic and 
cicatrized nasolacrimal duct. 

It would appear to be illogical to intentionally avoid 
or condemn, in any way, very early probing for 
dacryostenosis of infancy. Ideally, the condition of 
congenitally imperforate nasolacrimal duct should be 
corrected, by probing, before dacryocystitis has inter- 
vened. By way of emphasis, circumcision of male in- 
fants is usually performed during the first few days of 
life whether phimosis or paraphimosis is present or 
absent, while early probing, which by comparison is 


virtually atraumatic, is performed only to cure a 
definite pathologic entity. 

Epiphora in the newborn is very frequently first 
brought to the attention of the general physician; per- 
haps more often than to any other physician. It is a 
sign, however, which is frequently absent during office 
visits, possibly owing to a routine of primping and face 
washing immediately prior to the visit. Any complaint 
of the presence of epiphora after 10 days of age should, 
moreover, be seriously considered as the probable 
result of congenital dacryostenosis. In this regard, the 
recognition of increased pooling of tears in the lacrimal 
lake is important in making the diagnosis. This is 
easily recognizable as an abundant collection of lacri- 
mal fluid over the caruncle and lower lacrimal punc- 
tum where none or very little should be. I have found 
that the presence of increased lacrimal laking, together 
with a reliable history of epiphora, is usually sufficient 
to make the diagnosis of congenital dacryostenosis. 

I have never had any parent express an objection as 
to the youth of the patient to be probed; and many, 
having heard that probing is often deferred, have 
expressed gratitude that the condition could be 
definitively treated so early, especially postoperatively 
when the epiphora and discharge have ceased. 


A coupon for ordering an extensive bibliography accompanying 
this article may be found adjacent to or near the Index to Ad- 
vertisers. 


The Cost of Giving 


A BILL INTRODUCED into the House of Representatives this year (HR 2440) is designed to 
equalize the out-of-pocket costs for persons, and also for corporations, of gifts to institutions 


of higher learning. At present the person of modest income is “penalized” for his philan- 


thropic impulses. 


GP Volume XX, Number 


“ 
4 
| 
( 
R| 
A 
Pe 
Ph 
th 
ac 
h; 
h 
t 
When a person with 
a taxable income of over When a person with d 
$400,000 a year gives ble income of $5,000 
philanthropy, nine cents ‘ives away a dollar, P 
comes from his pocket bcents comes from his 
aie and 91 cents from the tax iy and 20 cents i I 
he would otherwise from his 
a 
a 


d to 
ions 
ilan- 


AND ROBERT J. GILL, M.D. 


Pennsylvania Hospital and Benjamin Franklin Clinic 
Philadelphia, Pennsylvania 


Tue REDUCTION of elevated diastolic blood pressure in 
patients with hypertension will significantly decrease 
the mortality and complications of the disease. The 
advent of antihypertensive drugs in the past eight years 
has been effective in bringing into control many cases 
of essential hypertension. The cost of this advance 
has been numerous disagreeable side effects from the 
drugs, in some instances severe enough to prevent 
the use of optimal doses. 

Combined therapy with several of the drugs or with 
dietary sodium restriction often allows the use of in- 
dividual drug dosages that are small enough to reduce 
side effects while retaining the desired hypotensive 
eect. This has been particularly true with combina- 
tions of protoveratrine, dibenzyline and rauwolfia (Mic- 
pressin), hydralazine and rauwolfia (Serpasil-Apreso- 
line) and ganglionic-blocking agents with rauwolfia. 
Ithas been thought that the reason for this enhanced 
action of combined therapy lies in the attack on several 
mechanisms that may operate concurrently to sustain 
an elevated blood pressure. 

The development of chlorothiazide suggested that 
another possible aid in the effort to control hyper- 
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By potentiating the effects of other antihypertensive agents, 
chlorothiazide makes it possible to use smaller doses 

and thus reduce side effects. It may or may not exert 

a direct hypotensive effect. Caution is urged when used 

in cases involving early renal failure. 

A new dihydro derivative may prove ten times more potent— 


thus allowing a smaller dose. 


Chlorothiazide in the Treatment of Arterial Hypertension 


RICHARD B. FREEMAN, M.D., BROOKS W. GILMORE, M.D. 


milligram for milligram— 


tension was at hand, possibly by aiding sodium 
depletion or by some as yet unknown hypotensive 
action of its own. 

Several reports of the use of chlorothiazide alone or 
in combination with other drugs have appeared. 

The widespread application of this drug, which has 
occurred so rapidly, necessitates constant observa- 
tions and emphasis on certain points until uniformly 
intelligent use of chlorothiazide in the treatment of 
hypertension is achieved. 

Chemically, chlorothiazide is a substituted benzo- 
thiadiazine with a free sulfonamide group and theo- 
retically it is capable of depressing the bone marrow 
or injuring the liver, and indeed there have been 
recent reports of these occurrences. Further, one 
might expect that desalting a hypertensive patient 
with chronic renal disease might precipitate or worsen 
uremia, and continued use of a saluretic and diuretic 
agent such as chlorothiazide might well cause electro- 
lyte imbalance in some patients. These occurrences 
too have been recorded. 

In view of the above considerations it is worth while 
to report the experiences of the Pennsylvania Hospital 


99 


ea 
first LA 
per- Life 
is a Zh J | 
face fy AY) 
aint 7) J (i q 
uld, om 4 
able | 

mal \ 
$ is 
me- 
und 
ther 
lent 
n as 
lave 

: 
Ad- | 
bel 


group with the use of chlorothiazide (Diuril) as an 
antihypertensive agent in a large hypertension clinic, 


PATIENTS ON} CHLOROTHIAZIDE ALONE 


Method and Results 


Average B.P. Average BP. 
on Previous on Chloro- All patients were seen regularly either in the hospital 
Nome Age ‘eight Grade “Medication thiazide ° : or in the outpatient department. Patients known to be 
M.K.* 55 138 ul 167/106— 125/86 unreliable were omitted from the statistical analysis. 
Placebo ; The severity of each patient’s disease was determined 
W.W. 36 130 ul 171/108— 141/89 . by use of a severity index (Duncan, et al.). 
: Raudixin Q A total of 65 patients received chlorothiazide orally 
WwW. 4 225 It 190/135— 132/92 ; in the hypertension clinic and were followed for a 
Placebo ms = period of four to 12 months. All of these patients 
E.P. 58 126 Il 189/93-—~ 153/86 a were given chlorothiazide in an attempt to reduce blood 
Raudixin : pressure, and for no other reason. None of these 
EJ. 39 97 u 178/120— 124/81 : patients had edema. Salt was restricted moderately 
; Placebo a (i.e., 3 to 4 Gm. a day). The dose of chlorothiazide 
LH* 46 157 ll 172/119— 136/101 és ranged from 0.5 to 1.5 Gm. daily, with an average 
Placebo ‘ dose of 1 Gm. daily. 
70." a 135 I 166 /97— 134/93 i The effects of the drug were noted when used alone 
| Raudixin 2 and when used in combination with other hypotensive 
Vis 165 176/95 — 151/82 agents. Eight patients have been well controlled on 
chlorothiazide alone (Table 1). All of these are mild 
hypertensives. All are females, six postmenopausal. 
Three of the eight patients had previous trials on 
severe salt restriction with exchange resins (Resodec) 
in our clinic. These patients had a comparable reduc- 
tion of blood pressure both on chlorothiazide and 
exchange resins. None of the remaining five patients 
had a trial on severe salt restriction. 

In more severe hypertensives, chlorothiazide was 
added to the therapeutic regimen already in progress 
in 27 patients. In four patients, chlorothiazide was 
added to rauwolfia therapy. Average blood pressure 
before chlorothiazide was 180/104, average after was 
150/85 (Table 2). Thirteen patients were receiving 
combination therapy of rauwolfia, protoveratrine and 
dibenzyline (Miopressin), or reserpine and hydralazine 
(Serpasil-Apresoline). Average blood pressure on com- 
bination therapy was 170/100 and average on combina- 
tion therapy plus chlorothiazide was 156/93 (Table 3). 
In four of these patients, the dose of the combined 
drugs was reduced by 50 per cent. 

Chlorothiazide was added to the therapeutic program 
of ten patients who needed ganglionic-blocking agents 
: for control of blood pressure. Four patients could be 
Table 2. taken off the blocking agent and were controlled on 

milder drugs after addition of chlorothiazide (Table 
4). In four additional patients, the dose of mecamyl- 
amine (Inversine) was reduced by an average of 46 per 
cent after chlorothiazide was added (Table 5). In two 
of the ten patients, there was no essential change in 
blood pressure levels after addition of chlorothiazide, 
despite increase in dose of mecamylamine (Table 6). 


Reserpine 


Average 176/109 137/89 


“Patients who had previous trial of cation exchange resin. 


Table 1. 


CHLOROTHIAZIDE ADDED TO RAUWOLFIA 


Average B.P. Average B.P. 
Before Chloro- After Chloro- 
Name Grade thiazide thiazide 


E.R, il 175/95 160/87 
B.S, It 203/122 173/98 
E.D. il 160/100 133/72 
E.J. Il 180/100 134/83 
Average 180/104 150/85 
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Generally, most of the patients felt better after 
chlorothiazide therapy was initiated. Those who had 
headache and angina before treatment were all im- 
proved. Side effects of the drug are listed in Table 7. 
Twenty-two patients, or 34 per cent of the total group, 
complained at one time or another, of some subjective 
symptom, probably referable to chlorothiazide therapy. 
The symptoms were usually transient and mild and 
were severe enough in only two patients to withdraw 
therapy. Six patients complained of muscle weakness, 
tiredness and fainting spells. Serum electrolyte values 
were obtained in five of these patients at the time of 
their symptoms and were normal in every instance. 

In the original group who were given chlorothiazide, 
there are 14 patients who are no longer taking the 
drug. It was stopped in six of these patients because 
they were unreliable and would not follow the outlined 
therapeutic plan. Two patients could not tolerate it 
because of severe gastrointestinal upset and light- 
headedness. The remaining six patients were taken off 
chlorothiazide because of increasing urea retention. 

The majority of our patients with borderline renal 
functions had some alterations in their blood urea 
nitrogen while on chlorothiazide. By far the most 
usual change was an elevation in BUN while on the 
drug. Our patients can be divided into two groups: 

I. Those who were taken off chlorothiazide for in- 
creasing urea retention. 

II. Those whom we have continued on the drug 
despite changes in blood urea levels. 

Figures 1 and 2 represent examples of cases where 
BUN fluctuated as described below. In Group I (Figure 
1) there were six patients. Four of these had a signifi- 
cant rise in the BUN while taking chlorothiazide. After 
stopping the drug in these four, the BUN continued to 
rise in one (patient E. F.), remained essentially stable 
in two (as in patient J. M.), and fell in one (patient 
E. C.). The remaining two patients in Group I had 
previous elevations of the BUN but it did not rise 
higher on chlorothiazide. After stopping the drug the 
BUN fell below pretreatment levels but not to normal 
(as in patient E. B.). 

Group II consisted of 11 patients (Figure 2). Six 
hada mild rise in BUN (to 42 mg. per 100 ml.) and have 
remained stable at the elevated value (as in patient R. 
L). In our laboratory 25 mg. per 100 ml. is the upper 
limit of normal. Two patients had a moderate rise (up 
to58 mg. per 100 ml.) and later a slight drop but not 
tonormal (as in patient R. E.). In the three remaining 
patients, there was no significant effect on an initially 


elevated BUN in one (patient W. Y.); in one patient — 


with an initial elevation the BUN fell to normal while 
on therapy (patient A. H.); and the last had a mild 
tise above normal which later returned to normal. 
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CHLOROTHIAZIDE ADDED TO COMBINATION THERAPY 


Average B.P. Average B.P. 
Before Chloro- After Chlero- 


thiazide thiazide Added 
172/101 174/96 
190/104 182/98 
143/90 125/90 
215/109 185/91 
163/109 148/99 
184/114 164/108 
192/97 173/88 
154/72 159/97 
158/97 164/94 
146/102 128/96 
170/95 138/87 
160/100 134/81 
162/109 148/88 


170/100 156/93 


PATIENTS TAKEN OFF MECAMYLAMINE 
AFTER CHLOROTHIAZIDE BEGUN 


Average B.P. Be- 
fere Chlorothiazide 


on Mecamylamine 


Average B.P. Af- 
ter Chlorothiazide 
Added and Milder 
Agent Substituted 


Name Grade Sit Stand 


Sit Stand 


JM. TIE 189/120 183/116 
LJ. UWE 181/112 177/109 


E.A. 180/110 180/110 


150/100 150/90 


168/100 164/102 
157/88 153/95 


147/89 141/92 


153/83 150/83 


175/111 173/106 


156/90 152/93 
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PATIENTS IN WHOM DOSE OF MECAMYLAMINE 
WAS REDUCED AFTER ADDITION OF CHLOROTHIATZIDE 


Per Cent 

Average B.P. Be- Average B.P. 

fore Chlere- After Chloro- of 

inside thiuside se of 
Mecamy- 
Name Grade Sit Stand Sit Stand lamine 2 
EC. Ii 188/119 151/99 177/106 147/99 50 3 
AW. I 185/112 183/118 145/99 138/101 67 
Mj. IV 250/160 255/165 163/107 160/111 33 te 
146/106 140/104 127/88 122/91 33 
192/124 182/122 153/100 142/101 46 

Table 5. 


PATIENTS WITH NO SIGNIFICANT EFFECT 
ON BLOOD PRESSURE AFTER ADDITION 
OF CHLOROTHIAZIDE TO MECAMYLAMINE 


Average B.P. Be- Average B.P. After 

fore Chlorothiazide Chlorothiazide Added 
Name Grade Stand Sit Stand 
AH. 177/109 168/109 
IV 210/125 191/119 206/118. «171/106 
Average 194/117 180/114. :194/116 175/113 


Chlorothiazide alone maintained blood pressure at 
normotensive levels in eight patients who were pre- 
viously hypertensive. All were females with mild 
hypertension (Grades I or II), and three had previous 
excellent control on severe salt restriction with ex- 
change resins in our clinic. Three patients fell into 
the category of the pseudo-Cushing’s syndrome as 
described by Schroeder and Davies. The latter are 
women with central obesity, recent weight gain, 
gynecologic irregularities and hypertension, who usu- 
ally respond to severe salt restrictions. Thus, a female 
with mild hypertension may have good control on 
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chlorothiazide alone. The additional characteristics of 
a pseudo-Cushing appearance increase the probability 
of an adequate response. In the latter patients, the 
syndrome of primary aldosteronism must also be 
considered. 

When chlorothiazide is added to a therapeutic 
program already in progress, there appears to be a 
significant potentiating effect upon other antihyper- 
tensive agents. Control in a more desirable range is 
the rule. These results are in agreement with those of 
other investigators. 

In many cases, the dose of the other agents could 
be reduced, and in some cases a milder drug could be 
substituted. This was particularly true in patients 
who were originally on ganglionic-blocking agents. 
Four of our patients could be taken off mecamylamine 
and given milder agents, continuing good control or 
obtaining further reduction of blood pressure. In four 
additional patients, the dose of mecamylamine was 
reduced by an average of 46 per cent after chloro- 
thiazide was added. In only two patients there was no 
significant effect on blood pressure and no reduction 
of the dose of the ganglionic-blocking agent. 

The fact that chlorothiazide enables reduction of the 
use of blocking agents is most favorable as the patient 
has fewer annoying side effects and thus is more likely 
to remain on therapy. 

The dose of chlorothiazide employed initially was 
500 mg. twice daily. In the majority of patients this 
dose has been reduced to 250 mg. or 500 mg. daily. 
Recently, we have used an initial dose of 250 mg. 
once or twice daily and increased the dose as necessary. 
This avoids initial untoward effects. 

The most frequent side effects noted were weakness 
and lightheadedness. Serum electrolyte values in these 
patients were always in the normal range. Relaxation 
of salt restriction and prescribing of orange juice 
(for its potassium content) usually alleviated these 
symptoms. We have not encountered any serious 
electrolyte or cardiac disturbances in patients who 
are free of edema. The cardiac group studying the 
drug at our hospital had significantly more electrolyte 
disturbances in their patients with congestive heart 
failure than we encountered in our hypertensive 
patients. Practically all side effects were avoided by 
beginning with a relatively low dose (250 to 500 mg. a 
day) and gradually increasing it, until the desired 
response was reached. Taking the drug after meals 
will eliminate gastrointestinal upsets. 

Although chlorothiazide has not been observed to 
produce hypotension when used alone or in normo- 
tensive individuals, severe hypotensive episodes may 
occur when it is added to other antihypertensive 
agents. We have had experience with one such patient, 
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LLUSTRATIVE CASES IN WHICH CHLOROTHIAZIDE THERAPY WAS STOPPED 


6 4 Death in Uremia 
60 - 
5 4 

%- 


Figure 1. Changes in the blood urea nitrogen induced by chlorothiazide. 


NLLUSTRATIVE CASES IN WHICH CHLOROTHIAZIDE THERAPY WAS CONTINUED 


Figure 2. Changes in the blood urea nitrogen induced by chlorothiazide. 


who fortunately suffered no ill effects from the incident. 
A serious complication of chlorothiazide therapy 
encountered was an increase in urea retention in 13 
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patients with borderline renal function. In the healthy 
kidney, sodium is conserved by increased tubular 
reabsorption after sodium restriction. It has been 
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BFFECTS 


demonstrated that 
the damaged kidney 
will attempt to con- 


Complaint 


serve sodium by de- 


creasing glomerular 


filtration, probably 
Weakness and tiredness......... 5 through afferent arte- 
WNauser, vomiting... ...........2 riolar constriction 

This decrease in fil- 
Fainting spells... 1 


tration rate is directly 
proportional to the 
rise in blood urea 


nitrogen. Since chlo- 
rothiazide decreases 
total body sodium, 
this mechanism may 
explain the elevation 
in the blood urea ni- 
trogen. In the majority of our patients in whom the blood 
urea nitrogen’ rose, it remained stable at the elevated 
level, suggesting that equilibrium was attained. Al- 
though chlorothiazide can be given to the patient with 
mild renal decompensation as long as he is closely fol- 
lowed, we believe that it is clearly contraindicated in 
patients who are overtly uremic, just as severe salt re- 
striction is contraindicated. Arbitrarily, we have deci- 
ded to withhold chlorothiazide therapy in patients whose 
blood urea nitrogen is 50 mg. per 100. ml. or more. 
An interesting phenomenon has been observed on 
withdrawal of chlorothiazide therapy in three pa- 
tients. This is the occurrence of transient peripheral 
edema and weight gain several days after the drug is 


, Stopped. This is usually mild and clears in about seven 


days or on reinstitution of chlorothiazide therapy. It 
appears to be some sort of rebound phenomenon. 

In addition to the above precautions, chlorothiazide 
should be given with caution to patients with hepatic 
disease as it has been reported to precipitate hepatic 
coma in such patients. These patients present with 
increased somnolence, “liver flap,”” mental derange- 
ment and changes in the electroencephalogram. Im- 
provement has been noted after treatment with in- 
testinal antibiotics, potassium salts or monopotassium 
glutamate. Elevation of serum uric acid levels after 
chlorothiazide has been reported and apparently is 
due to some alteration in renal excretory mechanisms. 
Although it does not seem to cause symptoms in 
patients without gout, it may aggravate a gouty 
arthritis. We have two patients who developed gout 
while on chlorothiazide therapy. 

Patients who are receiving steroid preparations in 


conjunction with chlorothiazide should receive sup- 
plementary potassium. Likewise, extra potassium is 
advisable in patients who are edematous, who have 
severe cardiac disease, or who are taking digitalis, as 
arrhythmias may occur. Two cases of bone marrow de- 
pression and one case of jaundice have been reported. 


Conclusions 


Chlorothiazide is a potent adjuvant in treating 
essential hypertension but given alone is useful mainly 
in treating mildly hypertensive females. It potentiates 
the effect of other antihypertensive agents so that 
doses, and consequently side effects, of these drugs 
are significantly reduced. Therapy is best initiated 
with small doses, increasing gradually until the desired 
effect is reached. Its mode of action is probably medi- 
ated through its saluretic activity or possibly in chang- 
ing the ratio of sodium to potassium in the body. 
However, it may exert a direct hypotensive effect 
because of the observed rapidity of blood pressure 
lowering in some patients. This rapid hypotensive 
action is unusual in salt depletion alone. Low salt 
diets often take several weeks to exert full effect. 
Another mechanism of action may be in the prevention 
of excretion of other hypotensive agents, thus pro- 
longing and intensifying their action. This had been 
reported with mecamylamine. 

In patients with early renal failure (i.e., blood urea 
nitrogen between 25 and 50 mg. per 100 ml.) the drug 
should be given with caution. It is contraindicated in 
the face of frank uremia. Close observation and sup- 
plemental potassium are advisable in patients with 
edema, liver disease or patients with severe cardiac 
disease who are taking digitalis. Patients with gout 
must be watched closely for development of hyper- 
uricemia when on chlorothiazide therapy. Bone mar- 
row depression may occur. If the preceding precau- 
tions are observed and patients are carefully selected 
for chorothiazide therapy, the valuable potentials of 
the drug may be realized with only a minimum of 
hazard. 

Early work with the dihydro derivative of chloro- 
thiazide suggests that the effect on hypertension is 
apparently the same as with chlorothiazide, and the 
same precautions must be observed. Milligram for milli- 
gram, it is about ten times more potent than chloro- 
thiazide, thus allowing a dose of 50 to 100 mg. a day. A 
further report on this derivative is in progress. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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iP Ten dermatologic conditions account for 75 per cent 
is 
he of all required care. 
as Eczema and acne are the most common skin diseases. 
le- The other eight offenders are seborrheic dermatitis, 
“6 fungous infections, dermatitis venenata, impetigo, 
drug eruptions, urtwaria, 
psoriasis and pityriasis rosea. 
ng 
ily 
es 
lat 
gs 
od EVERETT C. FOX, M.D. 
ed Dallas, Texas 
ly. 
ct 
~ | The Treatment of Common Skin Diseases 
ve 
alt 
ct. 
on STATISTICAL STUDIES of more than a million dermatologic A 
0- diagnoses made in private and clinic practice indicate 
en that approximately 75 per cent of these dermatoses Acne is primarily a physiologic overactivity of the 
are represented by the ten most common skin diseases. _ pilosebaceous system which is manifest as an over- 
ea Eczema and acne are the most frequent diagnoses, secretion of sebum by the oil glands with follicular 
1g and represent approximately 30 per cent of the cases. _cornification and plugging, seen predominately in 
in In recent years, fungous infections and eczematous adolescence. The primary lesion is a comedo or 
p- contact dermatitis have become more frequent diag- milium, which becomes inflamed and produces a 
th noses. Fungous infections, atopic dermatitis, contact - papule and may proceed to a pustular lesion, a deep 
ac dermatitis and occupational dermatoses are more nodule or a cystic lesion with scarring. Infection 
ut frequently recognized and have been removed from the _ plays a very small part in the development of acne, 
T- eczema group. In 1936, William A. Pusey stated, and that only secondarily. 
I- “Skin diseases occur on the surface of the body where The clinical variations of the disease represent in- 
u- everyone can see them and few recognize them; be- _ dividual reactions to the basic cause and may be 
-d cause of the first fact and regardless of the second, changed or aggravated by many factors. Heredity, 
of most physicians are inclined to treat them.” Since the _ glandular activity of puberty, endocrine disturbances, 
of ten most common skin diseases represent approxi- intercurrent infections, anemia, use of iodides or 
mately 75 per cent of all the dermatoses, the practi- _ bromides, disturbance of water balance, digestive and 
0- tioner who is diagnostically and therapeutically intestinal dysfunctions, parasympathetic nervous hy- 
is familiar with those ten common skin diseases would _peractivity and especially excessive fat intake may be of 
1€ be able to prescribe adequately for the majority of etiologic significance. 
i- the dermatoses seen in his practice. Treatment must be varied depending on the many 
0- The ten most common skin diseases are: (1) acne; factors mentioned. The most important therapeutic 
A (2} seborrheic dermatitis; (3) fungous infections measure is frequent cleansing with a nongreasy 
(tinea of the scalp, groin, hands, feet, nails); (4) detergent at least once daily. Avoidance of all fatty 
eczema (infectious eczematoid dermatitis, nummular and greasy applications and elimination of greasy 
‘le eczema and atopic dermatitis) ; (5) dermatitis venenata _ foods from the diet are important general measures. 


(eczematous contact type dermatitis, occupational 
dermatoses) ; (6) impetigo; (7) drug eruptions; (8) 
urticaria; (9) psoriasis and (10) pityriasis rosea. 
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Daily routine includes: (1) soap and warm water 
cleansing twice daily (sulfur soaps beneficial); (2) 
removal of comedos; (3) use of sulfur resorcinol or 
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salicylic acid lotions or pastes at night; (4) low fat 
diet (eliminate chocolate); (5) elimination of iodized 
salt; (6) aqueous vitamin A, 50,000 units one to three 
times daily ; (7) administration of tetracyline phosphate 
in pustular and cystic acne and estrogens and thyroid 
in special cases; (8) roentgen therapy, 50 to 75r once 
weekly for ten to 12 treatments, for the cases of more 
severe disease with deep papules, pustules and cystic 
lesions, but preferably not until age 16 and (9) weekly 


shampoo. 


Seborrheic Dermatitis 


The term seborrhea is used to designate a type or 
variety of dermatoses associated with functional hyper- 
activity of the sebaceous glands. It is difficult to 
accurately evaluate the bacterial flora present in this 
type of oily skin, especially in the frequent secondary 
pyodermic infections. Seborrheic dermatitis may at 
times be aggravated by emotional disturbances. 

The frequent manifestations of seborrheic dermatitis 
of the scalp are generalized scaling, itching, fol- 
liculitis and loss of hair. The external ears and ear 
canals are frequent sites of scaling, itching, crusting 
and secondary pyoderma. Seborrheic dermatitis is 
probably the most common cause of itching of the 
external ear canal. Erythematous dermatitis of the 
eyebrows, eyelids, lid margins, nasolabial folds, and 
at times the hairline, cheeks, neck and center of the 
chest are often sites of seborrheic dermatitis. 

More extensive cases involve the axillas, the folds 
beneath the breasts, the umbilicus, groin, vulva and 
anal area. The eruptions may at times become gen- 
eralized, with extensive areas of erythematous and 
exudative dermatitis. 

The treatment in the acute phase consists of the 
use of wet dressings and soothing emollients. Per- 
sistent lesions will usually respond to 3 per cent 
ammoniated mercury ointment or to combinations of 
sulfur, salicylic acid and 
tar ointments. Persistent 
cases may at times be re- 
lieved by the topical use of 
one of the steroid creams. 


Fungous Infections 
The following fungous 


infections are most fre- 
quently seen and therefore 
are of practical importance. 
They are largely superfi- 
cial, affecting mostly local 


Greasy ointments or fatty 
foods are high on the acne 
patient’s list of things to 
avoid. 


areas. 
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Trichophytosis (ringworm) manifests itself dif. 
ferently in certain parts of the body, presenting 
distinctive features characteristic of the area of jn. 
volvement. Treatment of the various types of fungous 
infections and the involvement of special locations 
demands considerable variation in therapy. 

The most important dermatomycoses are: (1) tinea 
circinata; (2) dermatophytosis of the feet; (3) tinea 
cruris; (4) tinea capitis and (5) onychomycosis. 


Tinea CIRCINATA 


Tinea circinata is characterized by one or more pea- 
sized to 2-cm. or larger circular, circumscribed, slightly 
erythematous, usually dry, scaling patches. The 
borders usually are slightly raised above the level of 
the normal skin and are studded with many small 
vesicles. The annular arrangement is produced as the 
lesion extends peripherally. The majority of cases of 
tinea circinata are produced by Microsporon lanosum. 
Five to 10 per cent ammoniated mercury ointment, 
half-strength benzoi¢ and _ salicylic acid ointment 
(Whitfield’s ointment), undecylenic or propionic acid 
ointment or 2 to 5 per cent salicylic acid in alcohol 
usually suffice. 

At times extensive lesions develop about the feet 
and ankles, groin, thighs and buttocks and on the 
body. These lesions are usually produced by Tni- 
chophyton purpureum and are very resistant to treat- 
ment. Verdefam, a combination of the newer fatty 
acids and salicylic acid, has been beneficial in this 
type of infection. 


DERMATOPHYTOSIS OF THE FEET 


This is the most common of the fungous infections. 
On the feet the primary lesion usually consists of 
vesicles with patches of macerated epidermis and fis- 
sures between and under the toes. Deep-seated multi- 
locular vesicles are observed on the soles, from a single 
small vesicle to small or large groups, sometimes 
widely distributed. In chronic cases there may develop 
thickened hyperkeratotic lesions about the tips of the 
toes and the edges of the soles and heels. These lesions 
rarely become acutely inflamed, but frequently persist 
for long periods. 

Absorption of fungous products (trichophytin) from 
the acute vesicular and bullous lesions of the toes and 
soles at times produce vesicular lesions elsewhere about 
the feet and frequently about the fingers and hands. 
Microscopic examination for fungi from the scaling 
borders or the vesicular tops of lesions on the feet 
should be made to prove that the process is actually 
a fungous infection. The more difficult cases may 
require cultural examination for identification of the 
organism. 


GP Volume XX, Number 1 


n 
E 
f 
a 
a 
I 
t 
¢ 
a 
7 
q 
i 
( 
( 
( 
¢ 
q ( 


It has been stated that 50 to 70 per cent of the 
male population have dermatophytosis of the feet. 
Examination made during the war period on large 
groups of troops bore out this impression, and previous 
surveys made of groups of college students also con- 
firm the frequency of this infection. 

- The acute infections of the feet should have soap 
and water cleansings, wet dressings or soaks with 
aluminum acetate solution or dilute potassium per- 
manganate solution, followed by the application of 
aqueous solution Mercurochrome, gentian violet or 
2 to 5 per cent ammoniated mercury ointment at 
night and a drying lotion or powder for use during 
the day. After the acute process has subsided, un- 
decylenic and propionic acid ointments or half- 
strength benzoic and salicylic acid ointment may be 
used for several weeks to prevent recurrence. A large 
majority of the complications are either from second- 
ary pyogenic infection or from overtreatment. 


Tinea CrurRIS 


Tinea cruris occurs more frequently in men about 
the upper and inner surfaces of the thighs and is 
popularly referred to as jockey-strap itch or dhobie 
itch. The condition begins as a small erythematous 
scaling or vesicular area, which spreads peripherally 
with partial clearing in the center. The lesion be- 
comes characterized by its irregular serpiginous, well- 
defined border which has many small vesicles. The 
process frequently extends downward on the thighs or 
onto the perineum, about the anus and over the but- 
tocks. At times several palm-size or larger areas 
develop, with progression or recurrence for a period 
of years. These lesions usually are produced by Epi- 
dermophyton inguinale or T. purpureum. 

If considerable care is not exercised in the treatment 
of ringworm of the groin, an acute exudative dermatitis 
is produced which greatly increases the patient’s 
discomfort. Undecylenic and propionic acid ointments 
are less likely to irritate and are very useful in the 
acute stage. In the more chronic infections, 5 per cent 
crude coal tar ointment, half-strength benzoic and 
salicylic acid ointment, 2 to 5 per cent salicylic acid 
or resorcinol in alcohol, Verdefam or Castellani’s paint 
are useful. Two parts each of resorcinol and sulfur, 20 
parts each of zinc oxide, talcum and glycerine, and 
sufficient 70 per cent alcohol and camphor water in 
equal parts to make 120 Gm. (or cc.) will frequently 
control itching, produce mild exfoliation and effect 
relief in a high percentage of cases. 


Tiga Caprris 


Ringworm of the scalp is an infectious disease 
occurring principally in school children, occasionally 
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in infants but rarely in 
adults. In recent years 
there have been widespread 
epidemics of ringworm in- 
fection of the scalp in many 
eastern and midwestern 
cities. In these cases 90 per 
cent of the infections were 
due to Microsporum au- 
douini. In the southern 
states the majority of the 
infections are produced by 
Microsporum lanosum. The 
lesions produced by M. 


lanosum are usually con- 


tracted from childrens’ pets 
acterized by scaling, itching, 


(dogs and especially cats). rized | 
The suddenly appearing, — and the loss of 


small, 0.5- to l-cm. lesion 
on the scalp more frequently is only slightly inflamed ; 
broken stumps of hairs and scaling rapidly develop, 
and the area increases in size. There may be only a 
single lesion, but by careful search of the scalp mul- 
tiple lesions may be found. In every case there should 
be careful inspection of the lesion and of the entire 
scalp with filtered ultraviolet rays, which produce the 
typical brilliant greenish fluorescence of the infected 
hairs. By this method infected hairs may be identified 
and specimens obtained for direct microscopic ex- 
amination and cultural studies. The lesions produced 
by M. lanosum are much more amenable to local 
therapeutic measures than those produced by M. 
audouini. Formerly it was considered essential to have 
roentgen epilation in every case of infection produced 
by M. audouini. However, in recent years, newer drugs 
have been introduced which give a high incidence of 
cure. 

The treatment of ringworm of the scalp by topical 
methods requires detailed instructions: (1) clipping 
of the hair or shaving of the entire scalp; (2) once 
or twice daily shampoo with soap and water and the 
removal of all crusts and loose hairs; (3) manual 
epilation of all hairs in the involved lesions; (4) ap- 
plication of the topical medicinal agent to the entire 
scalp night and morning; (5) covering of the involved 
areas or, better, the entire scalp, with disposable 
paper tissue or some similar material and (6) wearing 
of a stocking top cap which should be boiled daily. 

These patients should be examined by the physician 
at one- to two-week intervals with filtered ultraviolet 
rays to determine accurately improvement or pro- 
gression. When manual epilation of the infected hairs 
is carried out under the Wood light, more rapid im- 
provement may be obtained. 


Seborrheic dermatitisis char- 
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In past years, 5 to 10 per 
cent ammoniated mercury 
ointment has been widely 
used, and combinations of 
mercury and sulfur, such as 
6 parts each of mercuric 
sulfide and precipitated sul- 
fur, 3 parts salicylic acid 
and sufficient water-soluble 
ointment base to make 100 
Gm. (or cc.) are useful. 
Schwartz popularized the 
use of salicylanilide, 5 per 
cent in carbowax 1,500. 
This has been a very effec- 
tive method, and a large 
number of patients with infections with M. audouini 
have been cured in 90 to 120 days. Cases which are 
resistant to salicylanilide (Salundek) and the fatty 
acids, such as undecylenic acid, zinc undycylenate, 
propionic acid and the propionic salts, will still re- 
quire roentgen epilation, which must be carefully ad- 
ministered by the Kienbock-Adamson technique after 
the hair is clipped and the scalp properly marked. 

Ringworm infection of the scalp offers much dif- 
ficulty as an infectious disease. When the importance 
of diligent treatment is not stressed and in resistant 
cases, infections may continue for a year or more. 


Probably 50 to 70 per cent 
of the male population have 
dermatophytosis of the feet. 


ONYCHOMYCOSIS 


Fungous infections of the nails are caused principally 
by Trichophyton gypsum and T. purpureum. Onych- 
omycosis results in destruction of the nails, which 
become brittle, discolored, lusterless, grooved, pitted 
and thickened. The nail itself is gradually destroyed, 
usually from its free edge proximately so that its 
surface is irregular and has the appearance of being 
eaten away. The process may progress over many 
years, and at times paronychial reactions develop in 
the adjacent soft tissues. Ringworm infection of the 
nails is a frequent source of reinfection of dermatophy- 
tosis of the feet. Onychomycosis does not respond 
readily to local medicinal agents. By careful paring 
and daily filing, followed by the application of benzoic 
and salicylic acid ointment, one may cure a single 
infected nail in a small percentage of cases. When sev- 
eral nails are involved, the best therapeutic measure is 
surgical avulsion. This is followed by daily treatment, 
first with 5 per cent ammoniated mercury ointment 
and later by gentle daily filing with an enemy board 
and the application of half- to full-strength benzoic and 
salicylic acid ointment. Recurrence of infection will 
develop in the new nail in 10 to 25 per cent of cases and 
may require second or even third removal. Surgical 
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removal offers the only strong prospect of perinanent 
cure. The systemic treatment of superficial fungous 
infections has recently been carried out with a limited 
number of cases on an experimental research basis by 
the oral administration of the antifungal antibiotic, 
griseofulvin. Griseofulvin has been effective in the 
therapy of many common fungous diseases of the skin, 
hair and nails. Clinical improvement has been observed 
in ringworm of the scalp both from M. Audouini and 
M. Canis, with the chronic trichphyton rubrum of the 
hands and body, and with fungous infections of the 
nails. This material will be released from experimental 
studies for use during latter 1959. 


The term eczema is used to include a variety of 
scaling, papular erythematous, vesicular, exudative, 
itching or burning cutaneous eruptions. These lesions 
may be acute, subacute or chronic, with the many 
associated secondary cutaneous changes. 

A high percentage of eczematous skin disease will 
be found to have been produced or aggravated by the 
topical medications previously used. Many early ir- 
ritative reactions may be recognizable as contact 
dermatitis, but subsequently have no resemblance to 
the original disease. 

Many dermatoses result from sensitivity to oral 
medication, such as sulfonamide drugs, penicillin and 
barbiturates. A few are related to focal infections of 
teeth, tonsils or other foci. There are still eczemas of 
undetermined origin which probably stem from com- 
binations of systemic, infectious, allergic and local fac- 
tors. A detailed history and observation of the indi- 
vidual lesion is helpful in evaluation of the process and 
in determination of the causative factors. Such diseases 
as fungous infections, seborrheic dermatitis, psoriasis, 
neurodermatitis, contact dermatitis and occupational 
dermatoses should be recognized and properly diag- 
nosed. The diagnosis in many of the complicated cases 
can be determined or proved only at some subsequent 
date after the process has subsided and appropriate 
tests are carried out to prove the diagnosis. The more 
complicated cases will require detailed study by phy- 
sicians trained in cutaneous disease. It is readily seen 
that, in its broad sense, not only is eczema protean in 
its clinical manifestations but its causes are varied, 
numerous and frequently complex. 

Diet plays very little part in the eczema-type of 
disease, except in atopic dermatitis, especially the in- 
fantile eczemas which more frequently can be attributed 
to milk, egg or wheat. Diet may play a part in a small 
number of the vesicular dermatoses of the hands. _ 

Treatment usually can be initiated on a morphologic 
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basis—mild and soothing applications, suchas poultices 
and wet dressings, in acute dermatitis, followed by 
emulsions and mild emollients. Five per cent bismuth 
tribromphenate, or 3 to 5 per cent ammoniated mer- 
cury ointment, is useful for the infectious lesions. The 
wet dressings may be applied as local compresses or 
as oatmeal, soda and starch baths. Lotions may be 
applied several times daily and rarely require dress- 
ings. The more frequently used lotions are aqueous 
calamine lotion and the oily calamine emulsion, to 
either of which may be added camphor, menthol, 
resorcinol or coal tar solution. Tar, sulfur, salicylic 
acid and resorcinol are useful in the cases of more 
chronic disease. Control of the acute eczematous 
process and pruritus may be relieved by the judicious 
use of the steroids by topical application or in severe 
cases by systemic medication. They should be used in 
small doses for short periods with gradual reduction to 
prevent flare when discontinued. Roentgen therapy 
may be of considerable value for the localized infil- 
trated and lichenified lesions. 


Dermatitis Venenata 


Dermatitis venenata is the term used for the many 
dermatoses resulting from a variety of irritating ex- 
ternal contact substances. The skin is the only organ 
constantly exposed to external injuries from physical 
and chemical agents. 

Dermatitis which develops as a sensitization phenom- 
enon, after previous exposure to a contactant, is more 
accurately entitled eczematous contact dermatitis. 
Many cases develop in certain industries and come 
under the classification of occupational dermatoses. 

Many cases in which the eruption is considered as 
dermatitis venenata result from contact with materials 
that are primary irritants. There may be no preceding 
contact or exposure, and these substances will produce 
dermatitis in the majority of persons. A number of 
materials may be primary irritants in high concentra- 
tions and produce dermatitis in the majority of persons 
exposed. The same materials in less concentration 
may produce dermatitis in a small number of persons, 
and then only after previous or continued exposure. 

The more frequent materials producing eczematous 
contact dermatitis are: (1) hair dyes, fur dyes, hair 
tonics, hair lacquers, bleaches, creams, depilatories, 
deodorants, nail polish, perfumes, soap and hand 
lotions ; (2) wool, silk, rayon and the aniline dyes; (3) 
flowers. plants, weeds, woods, insecticides, leather, 
silver, nickel, rubber, tobacco and matches and (4) me- 

al preparations: mercury, cresol, phenol, sulfur, 
resorcinol, quinine, sulfonamide drugs, local anesthet - 
ics, formaldehyde, picric acid and medicated soaps. 
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The most frequent causes of occupational dermatoses 

re: (1) acids and alkalis, including cement; (2) 
petroleum products—oils, greases and tar; (3) solvents 
—turpentine, carbon bisulfide, carbon tetrachloride, 
toluene, petroleum distillates and alcohol; (4) paints, 
varnishes and lacquers; (5) rubber and rubber com- 
pounds; (6) metals and metal plating; (7) chromic 
acid, salts and picric acid; (8) resins and waxes, 
natural and synthetic; (9) dyes: aniline, anthracene, 
nitrocompounds and paraphenylendiamine; (10) 
plants—primrose, ivy, hemp, dandelion, daisy, par- 
thenium, ragweed, cocklebur, mahogany, boxwood, 
cocobolo wood, satinwood and mesquite wood; (11) 
insecticides—pyrcthrum, creosote, fluorides, mercury, 
phenol, arsenic and dichlorodiphenyltrichloroethane 
(DDT); (12) soaps, excess alkali, antiseptics and 
perfume and (13) photographic chemicals: Methol, 
bichromates and hydroquinone. 


Impetigo 


Impetigo is an acute infectious disease characterized 
by the occurrence of discrete thin-walled vesicles and 
bullae which rapidly become pustular and then dry 
to form yellowish crusts. The face and other exposed 
portions of the body are more frequently involved. 
New vesicular borders continue to develop, which 
increase in size with the formation of variously 
shaped lesions. After a few days concentric lesions may 
be observed with a vesicular area at the periphery 
and varying degrees of drying and crusting in the 
central portion. Bullous lesions may occur, especially 
about the neck, axillas and groin. 

The disease is produced by several pyogenic bacteria. 
Streptococci and staphylococci usually are found either 
singly or in combination. A majority of the cases 
probably are due to hemolytic streptococci. 

The most important therapeutic measure is the 
thorough and frequent removal of the vesicular tops 


Ringworm of the scalp requires clipping or shaving the scalp, daily 
shampoos and wearing a stocking cap. 
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and crusts. This is accomplished by soap and water 
scrubbings, cleansing with one of the antiseptic deter- 
gents or by the use of hydrogen peroxide. After all 
of the crusts are removed with debridement of the 
vesicular borders, topical medication may be applied. 
The more useful local applications are: (1) 2 to 5 
per cent solution Mercurochrome or gentian violet; 
(2) 2 to 5 per cent ammoniated mercury ointment; 
(3) 5 per cent bismuth tribromphenate; (4) neomycin, 
bacitracin, polymyxin ointments; (5) penicillin, mycin 
drugs and the sulfonamide drugs may be used for 
their systemic effect in extensive and resistant in- 
fections. The sulfonamide drugs should not be used 
locally because of their high-sensitizing factor and the 
many serious complications. Mercury and penicillin 
may produce sensitization dermatitis. 


Drug Eruptions 


Many drugs in common use as oral or injectable med- 
ications may produce skin eruptions. They cause prac- 
tically every type of skin lesion, and the same drugs 
may produce several different manifestations. Sensiti- 
zation to the drugs usually develops after a period of 
ingestion, and subsequent reactions may occur from 
small doses of the drug, and the eruption once it has 
appeared is likely to recur with each use of the drug. 

Drug eruptions may often be recognized by their 
sudden appearance, erythematous character and wide- 
spread distribution. Most of the untoward reactions 
occur as skin eruptions. They may not be sufficiently 
characteristic to indicate the causative agent, but are 
usually distinctive enough to suggest the cause. When 
the drug is discontinued, there is improvement of the 
dermatitis, and it is usually clear in six to 14 days. 

The most frequent drugs producing acute dermato- 
ses are: acetanilid, antipyrine, phenacetin, the sul- 
fonamides, penicillin, the barbiturates, the tranquili- 

zers. Gold, silver, arsenic, 
bromides, iodides, phenol- 
phthalein and quinine are 
chronic offenders. Of the 
newer drugs, butazolidin 
may produce an exfoliative 
dermatitis; apresoline pro- 
duces reactions simulating 
acute lupus erythematosus ; 
purpuric dermatoses have 
occurred from rauwolfia; 
nummular eczemalike le- 
sions from meprobamate ; 


practically every type of skin | €Tuptions from streptomy- 
lesion. cin. 


Many oral or injectible med- 
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The cutaneous reactions to drugs are becoming more 
complex and even more imitative of known <liseases, 
with the more complex drugs which have recently 
been introduced. One must maintain a high degree of 
suspicion of these new drugs when a dermatoses sud- 
denly occurs. Penicillin is probably the most frequent 
producer of the drug reactions. In an FDA survey of 
over 3,000 case histories of severe reactions to anti- 
biotics which were collected and classified, the ma- 
jority, or about 900, of the life-threatening reactions 
followed the use of penicillin. There were 72 deaths 
from anaphylactoid reactions, all but one of which 
followed intramuscular use. 

Since the dermatoses usually improve fairly rapidly 
with removal of the drugs, the milder cases only require 
a soothing local application along with measures that 
increase excretion of the drugs. However, some of the 
lesions are chronic, and may persist for months, such 
as gold, the arsenicals and the silver pigmentation 
which is permanent. The antihistamines are often 
useful for the relief of itching and the control of 
urticarial lesions. The steroids may be of great as- 
sistance in controlling the inflammatory reaction in 
many of the drug eruptions, and severe generalized 
drug eruptions may be rapidly controlled. After in- 
provement, gradual reduction of the steroids will pre- 
vent the rebound phenomena. Penicillinase (Neutro- 
pen) rapidly inactivates penicillin and will relieve many 
of the persistent allergic reactions to penicillin, espe- 
cially the late serum-type urticarias. 


Urticaria 


Urticaria occurs in acute and chronic types. The 
acute type is common, and there may be only one 
attack or there may be several attacks at regular or 
irregular intervals. The chronic type is fortunately 
rare, but it may last for months or years and prove 
refractory to all treatment unless definite causative 
factors can be determined. The ordinary lesions con- 
sist of wheals and papules, small to palm-size or larger. 
Itching usually is the presenting symptom and varies 
from a mild sensation to extreme distress with severe 
prolonged pruritus. 

The cases of acute disease usually are of short 
duration, three days to three weeks. They frequently 
develop after a recent febrile illness or gastrointestinal 
upset, but may be related to drugs, focal infection or 
serum reaction. The majority of the cases of acute 
disease appear suddenly, following some indiscretion 
of food or drink with varying degrees of intestinal 
upset, and are usually manageable with a single saline 
purge or administration of castor oil and an antl 
histaminic drug. 
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In former years, epinephrine, ephedrine, Propa- 
drine and similar drugs were fairly effective control 
measures. A new group of antihistaminic drugs give 
more accurate methods of treatment of the majority 
of cases of acute urticaria and are extremely helpful in 
chronic urticaria. When the antihistamines do not 
provide rapid control, the administration of the 
corticosteroids usually will provide immediate relief 
from edema and itching, and at times it may be ad- 
visable to use these drugs in combination. 

Frequently it is advisable on the initial visit to 
ge: (1) castor oil; (2) an adequate dose of epi- 
nephrine in oil (1:500) and (3) one of the antihista- 
mines or a steroid. In many of the cases of acute disease 
this suffices. Cases of more severe disease may require 
antipruritic lotions and soda and starch baths to 
alleviate itching. 

Few of the cases of acute disease have a definite 
food allergy basis, but often there is an allergic mani- 
festation due to drugs. This has been particularly 
true with the use of penicillin. 

In cases of chronic disease, which has been present 
for six months to several years, an exhaustive history 
is necessary in identifying the causative factors. Most 
of these cases will be found to be due to drugs taken 
over a period of time, chronic focal infections, food 
allergies or psychosomatic disturbances. 

In the management of these cases, all drugs in- 
gested during the period of the urticaria should be 
ascertained and, except where essential, immediately 
discontinued. Thus rapid evaluation of the effect of 
drugs can be obtained. When study of foods seems 
indicated, dietary restriction is necessary. When drugs 
and foods have been eliminated as causative factors, 
determination, evaluation and eradication of foci of 
infection become important. The more frequent foci 
are the teeth, tonsils, sinuses, nasopharynx, gall- 
bladder, appendix, cervix, gastrointestinal tract and 
genitourinary system. Surgical intervention for foci 
of infection should be the last of the investigative 
procedures in the evaluation of chronic urticaria. 


Psoriasis 


Psoriasis is a chronic inflammatory disease, oc- 
casionally acute, which is characterized by formation 
of papules that have a dull red base and are covered by 
imbricated micacious scales. The number and shape of 
the lesions vary from a few isolated papules to numer- 
ous thickened plaques forming gyrate and circinate 
configurations. Subjective symptoms, such as itching 
and burning, are absent in most cases. The psoriasis 
lesions heal without scarring. 

The most frequently involved areas are the elbows, 
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knees, scalp, trunk and 
sacral region. The nails, 
palms or soles may be af- 
fected without evidence of 
lesions elsewhere. Psoriasis 
of the nails gives character- 
istic stippling and accumu- 
lation of hyperkeratotic ma- 
terial beneath the nail that 
subsequently causes separa- 
tion. In the scalp thickened 
plaques usually are limited 
to hairy areas, but may ex- 
tend onto the face. Psori- 
asis at times involves pri- 
marily the moist folds, es- 
pecially the groin, perine- 
um, the area between the 
buttocks, the umbilicus and 
beneath the breasts. Le- 
sions of this type are erythematous, exudative and 
much less characteristic. This type of psoriasis fre- 
quently is mistaken for infection due to Monilia organ- 
isms or seborrheic dermatitis. 

Psoriasis is a disease of all ages but predominantly 
affects persons in the second and third decades. The 
course is unpredictable. It may remain localized in 
sites of predilection for years, with periods of quiescence 
and recurrence. The tendency to recurrence is the 
most prominent feature of the disease. 

Psoriasis is incurable but does not affect the patient’s 
general health. The lesions in many patients entirely 
disappear during the summer and recur in winter. 
The few cases seen in the tropics, and the improvement 
in recalcitrant cases points to beneficial effects of 
ultraviolet rays. In general, psoriasis is a manageable 
disease, and most patients may remain free of lesions 
a major portion of the time by diligent treatment of 
each exacerbation. 

The cause of this disease is still unknown; how- 
ever, present evidence points to a disturbance in 
lipoid metabolism. Most investigators recognize that 
heredity is a factor in about 25 per cent of cases. 

Acute cases of psoriasis frequently are associated 
with recent febrile infections or other acute diseases. 
Treatment must not be energetic. Colloid baths, 
boric acid ointment, Lassar’s paste or coal tar ointment 
should be used until the acute phase subsides. Other- 
wise, the disease may rapidly develop into generalized 
erythroderma or exfoliative dermatitis. 

The chronic nummular lesions will usually respond 
to 5 to 10 per cent ammoniated mercury ointment or 
ammoniated mercury and sulfur, 5 per cent each, or 
5 to 10 per cent crude coal tar ointment followed by 


Chronic urticaria can per- 
sist for years. Initial treat- 
ment often includes castor 
oil, epinephrine in oil and 
an antihistamine or steroid. 
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ultraviolet rays as advised 
by Goeckerman. Roentgen 
therapy should be used 
only for the more resistant 
lesions, because of recur- 
rences and chronicity of 
the disease. After two or 
three roentgen treatments, 
ultraviolet rays and tar 
baths and ointments are 
used for prolonged ther- 
apy. Low fat diet, small 
doses of thyroid, pancre- 
atic extracts, whole blood 
injections, tar or sulfur 


Heredity is probably a factor 
of baths and sun baths are of 
asis. The disease does not af- general value. 

fect the patient’s general 

health. 


Pityriasis Rosea 


Pityriasis rosea is an acute 
papulosquamous eruption characterized by round or 
oval lesions that have slightly raised borders and a 
cigarette-paper-like center. The lesions are dry and 
are covered by a fine fawn-colored scale. The disease 
is seasonal, occurring principally in the spring and 
fall. Its eruptive nature and lack of recurrence suggest 
an infectious process. 

The trunk, arms and thighs are the sites of pre- 
dilection, with lesions developing along the lines of 
cleavage. Rarely does the eruption occur on the face. 
In half of the cases, the generalized eruption is pre- 
ceded by a primary lesion or herald plaque, by four 
to seven days. The eruption may vary from a few 1 to 2 
cm. lesions to an extensive generalized dermatitis 
with hundreds of 1 to 4 cm. oval and circinate lesions. 
Itching may be moderate to severe. 

The disease is self-limited and runs its course in 
three to 12 weeks. This period may be decreased by 
treatment with antipruritic lotions, starch baths and 
Y% erythema doses of ultraviolet rays every five to 
seven days. Application of eight parts each of resor- 
cinol and glycerine and sufficient 70 per cent alcohol 
and camphor water in equal parts to total 240 Gm. (or 
cc.) twice daily relieves itching, produces mild ex- 
foliation and speeds recovery. 


Pulmonary 
Arteriovenous Aneurysm 


SOL KATZ, M.D. 
Associate Editor, GP 


Figure 1a. Twenty-three-year-old male with cyanosis, clubbing 
the fingers and telangiectases of lips. No murmurs present. 
tient’s brother also had telangiectases. 

X-ray shows fullness in right cardiophrenic angle with a 
branch of the pulmonary artery extending into it. 


Figure 1b. Angiocardiogram reveals opacification of an arl 
venous aneurysm with its afferent and efferent pulmonary 
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PULMONARY arteriovenous aneurysm is a congenital 
shunt between arteries and veins in the lung due to the 
persistence of embryonic arteriovenous communica- 
tions. Usually a single pulmonary artery enters and a 
single pulmonary vein leaves the aneurysm. However, 
several pulmonary vessels may supply and drain the 
aneurysm, and communications from the descending 
aorta or bronchial arteries have been described. Al- 
though they may be located anywhere in the lung, 
most of these lesions have been found in the middle 
and lower lobes. The size of the aneurysm may vary 
from a small telangiectasis at the capillary level to a 
huge saccular, multilobulated structure occupying 
almost a whole lobe. About half of the patients have 
two or more aneurysms large enough to be clinically 
detectable. 

Telangiectases in the skin and mucous membranes 
have been described in the majority of the reported 
cases. Pulmonary arteriovenous aneurysm may be a 
component of hereditary hemorrhagic telangiectasis 
(Rendu-Osler-Weber disease). Cutaneous and mucous 
membrane telangiectases have been observed in the 
families of many of the patients with pulmonary ar- 
leriovenous aneurysm. 

Physiologically, the aneurysm is a right-to-left 
shunt, resulting in entry of unoxygenated blood into 
the systemic arterial circulation. If a large enough flow 
Occurs through the shunt, hypoxemia and secondary 
polycythemia ensue. Usually cardiac output is normal 
and the function of the right heart is unaffected; how- 
ever, with very large shunts the cardiac output in- 
creases and right heart failure may ensue. 

Cyanosis, clubbing and hemoptysis are frequent 
clinical findings. A murmur and accompanying thrill 


Figure 20. Thirty-one-year-old male with clubbing of the fingers, 
mild cyanosis and systolic murmur over left lower anterior chest. 
X-ray shows lobulated density in lower left lung field and a one- 
centimeter nodule at the right base. 


are found in about half of the patients. Their presence 
depends on the size of the shunt as well as the periph- 
eral location of the aneurysm. The murmur is more 
often systolic and louder on inspiration but may be 
continuous. Dyspnea and neurologic manifestations, 
such as headache, dizziness and numbness, are not un- 
commonly observed. As in other types of right-to-left 
shunts, brain abscess and cerebral thromboses have 
been serious complications. 

Roentgen-ray examination of the chest may be diag- 
nostic or strongly suggestive of the diagnosis. The 
aneurysm appears as a round or lobulated density con- 
nected to the hilum by broad vascular shadows. The 
enlarged vessels are considerably broader than the 
other pulmonary vascular shadows in the same area of 
the lung. Changing the intrathoracic pressure may 
change the size of the lesion as noted fluoroscopically. 
Thus, with forced inspiration against a closed glottis 
(Muller maneuver) blood flow through the aneurysm is 
increased and the density enlarges. A decrease in the 
size of the lesion occurs with a forced expiration 
against a closed glottis (Valsalva maneuver). Tomog- 
raphy may reveal the afferent and efferent vascular 
limbs and may also disclose other aneurysms obscured 
by the heart and liver. Angiocardiography provides 
the best roentgen technique for defining the vascular 
origin of the lesion as well as disclosing additional 
aneurysms not suspected in routine films. The con- 
trast material opacifies the aneurysms within a few 
seconds and in addition appears rapidly in the left 
atrium and aorta. 

Surgical therapy is advisable even in the asympto- 
matic cases because of the high incidence of serious 
complications. 


Illustrations courtesy Department of Radiology, 
Walter Reed Army Hospital, Washington, D.C. 


Figure 2b. Angiocardiogram clearly shows bilateral arteriovenous 


aneurysms. 
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The Staphylococcus 
Problem and 
Antistaphylococcal Antibiotics 


MAXWELL FINLAND, M.D. 


Associate Professor of Medicine 
Harvard Medical School 
Boston, Massachusetts 


Outbreaks of staphylococcal infections 

in hospital nurseries aren’t new. 

The solution is complicated by the ubiquity 

of the organism in man and his environment 
and the lack of precise information. 

No simple formula is likely to be found. 

But from a therapeutic point of view, 

the picture is not altogether gloomy. 

The answer seems to hinge on the selection 

of the proper antibiotic to be used 


in each individual case. 


Hospital-acquired staphylococcus infections frequently occur as 
secondary or terminal infections in patients with debilitating 
diseases, or following apparent recovery from other infections. 
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THE STAPHYLOCOCCUS PROBLEM is an old and important 
one but it has been brought into focus recenily by a 
number of events. Perhaps the most dramatic of these 
have been the reports of a number of epidemics in hos- 
pital nurseries which resulted in a large morbidity and 
a significant mortality among newborn infants, and in 
the transmission of the staphylococcal infections to 
many of their mothers. Although the occurrence of 
epidemics of infections, including staphylococcal in- 
fections in hospital nurseries, was certainly not new, 
and the extent of these epidemics not unusual, they 
acquired new significance because of several circum- 
stances: 

1, All but a small percentage of babies in the United 
States, and probably also in large centers of population 
in many other countries, are now born in hospitals. 

2. Many of these outbreaks of staphylococcal infec- 
tions in nurseries occurred within a brief period and 
were recognized by bacteriophage typing as being 
caused by staphylococci belonging to a single phage 
type. This was a new type or one not previously recog- 
nized, and the epidemics had occurred in widely 
scattered communities in many countries throughout 
the world and thus could be considered to be in the 
nature of a pandemic. 

3. The staphylococcus causing this epidemic in 
most of the hospitals was insensitive to the antibiotics 
that had been most widely used in those hospitals. This 
same staphylococcus was found to be the cause of 
many other hospital-acquired infections; it also ap- 
peared to be increasing in incidence, and causing in- 
fections in communities outside of hospitals. 

4. Reviews of the status of staphylococcus infections 
in many hospitals brought about an awareness of the 
fact that these were unusually frequent, particularly 
among hospital-acquired infections complicating sur- 
gery, and in those occurring as secondary or terminal 
infections in patients with debilitating diseases or fol- 
lowing apparent recovery from other infections under 
appropriate treatment with antibiotics. 

5. Other infections, notably those caused by hemo- 
lytic streptococci, which in previous (preantibiotic) 
years had been more frequent and more serious causes 
of hospital-acquired infections had been nearly elim- 
inated. This gave greater relative prominence to the 
staphylococcal infections. 

6. Whereas in other infections, notably meningo- 
coccal meningitis, gonorrhea, tuberculosis, syphilis, 
pneumonia and hemolytic streptococcal infections, the 
use of antibiotics continued to be highly successful, the 
over-all results of antibiotic treatment of staphylococ- 
cal infections, though at first quite encouraging, now 
was becoming quite disappointing. This is especially 
true in the most serious of these staphylococcal infec- 
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tions, namely those with septicemia, pneumonia or 
meningitis. 

7. The increasing use of hospitals for teaching has 
resulted in improvement of facilities for recognizing 
infections, for the keeping, processing and study of 
hospital records and in the over-all use of hospitals for 
diagnosis and treatment. This is true not only in medi- 
cal school affiliated hospitals but in increasing numbers 
of nonaffiliated ones that are competing for medical 
interns and residents and which now also provide con- 
tinuous educational programs for their attending and 
house staffs. This, in turn, has led to better and more 
honest recording, as well as self-appraisal, and has 
merely made more evident the situations that may 
always have been in existence but were submerged or 
not acknowledged. 

8. Laboratory facilities are becoming more widely 
available and more efficient ; these permit the recogni- 
tion of the causative agents, their susceptibility to 
antibiotics and now also their phage patterns, allowing 
better diagnostic and epidemiologic evaluations. 

9. Increasing numbers of research projects had 
been focusing attention on the problem of staphylo- 
coccal infections even before the current increase in 
interest among hospitals and other health agencies and 
in the lay press. This increased interest has extended 
to the biology of the organisms, including factors re- 
lated to virulence, the problems of host resistance, the 
epidemiology of staphylococcal infections and their 
prevention and treatment, especially with antimicrobi- 
al agents and more particularly within hospitals. 


Complicating Factors 


The solution of the problem is complicated by the 
ubiquity of the organism in man and his environment, 
the multiplicity of ways it can spread and disseminate 
(cases, carriers, fomites, air, droplets, etc.), the hardy 
nature of the organism, and most of all, the lack of 
precise information about many aspects of staphylo- 
coceal infections and how to cope with them. Little 
indeed is known of how infectious the environmental 
organisms are, what accounts for the virulence of cer- 
lain strains, their contagiousness and the effects of 
other ecologic factors. From the point of view of the 
host, certain predisposing factors have been recog- 
nized, such as diabetes, general debility, local trauma, 
foreign bodies, the use of hormones, x-radiation, anti- 
biotic prophylaxis and certain other specific infections, 
notably influenza. However, little is known about the 
factors that make otherwise normal individuals sus- 
ceptible or why the great majority of people, both well 


and sick, resist such infections with the same contagi- 
ous strains. 
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Solutions to the staphylococcal problem are obvi- 
ously complex and are not likely to be found in any 
simple formula. It can hardly be expected to yield 
merely to measures such as those adopted for intesti- 
nal infections like typhoid fever. The introduction of 
barrier nursing for all patients with every type of 
staphylococcal infection, including those with inap- 
parent infections or those who are only carriers, is 
important and obvious; but this is hardly feasible even 
in the most heavily staffed hospitals. Even a minor 
approach to this method of attack would hardly be 
possible in the great majority of hospitals in this coun- 
try; they are already plagued by a great scarcity of 
nursing and attending personnel, and costs are al- 
ready reaching a point where they can hardly afford 
increases in their staff even if it were possible to enlist 
more people for that purpose. The recognition and 
elimination of carriers, particularly the so-called dan- 
gerous carriers, though occasionally successful at least 
temporarily, again is a difficult problem in the state of 
our knowledge because of the large number of people 
involved, nearly all of whom are essential in the conduct 
of everyday activities of the hospital. The environ- 
mental factors involved in the dissemination of dan- 
gerous organisms apply to many pathogens but are 
particularly applicable to staphylococci. Attacks on 
these and similar fronts are important and will un- 
doubtedly bring about some alleviation of the problem. 
In the meantime, it becomes necessary to live with the 
problem and to attempt to minimize its serious effects 
while searching for better methods of attack. 

It is not intended in this paper to review all the 
possible solutions that have been suggested or even to 
indicate the many specific problems that require study 
before such solutions can be found. The entire subject 
has been reviewed in several recent symposia, some of 
which have been published. The reader is referred to 
the excellent monograph on staphylococcal infections 
published in 1956 by the New York Academy of Sci- 
ences (65, Art. 3, pp. 57-246), to the report of the 
Proceedings of the National Conference on Hospital 
Acquired Staphylococcal Disease held in Atlanta, Ga., 
Sept. 15-17, 1958, and sponsored by the U. S. Public 
Health Service-Communicable Diseases Center and 
National Academy of Sciences-National Research 
Council, and to the collection of papers entitled Se- 
lected Materials on Staphylococcal Disease, October, 1958, 
issued by the U. S. Department of Health, Education 
and Welfare, Public Health Service, Bureau of State 
Services, Communicable Disease Center, Atlanta, Ga. 
(Public Health Service Publication No. 627). An ex- 
cellent brief summary of the clinical problems was 
presented by Rogers in the April, 1958 issue of DM 
(Disease-a-Month, Year Book Publishers, Chicago). 
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Useful Antistaphylococcal Antibiotics 


Authoritative reviews of the current status of the 
individual antibiotics that are currently available to 
combat staphylococcal infections have indicated that, 
from a therapeutic point of view, the picture is not al- 
together as gloomy as would appear from the fore- 
going paragraphs. To be sure, the mortality from cer- 
tain types of staphylococcal infections remains high, 
but this high mortality is limited to certain types of 
staphylococcal infections, namely those accompanied 
by staphylococcal septicemia, endocarditis, pneu- 
monia and meningitis; among the pneumonias those 
occurring in infancy and those complicating influenza 
still have a particularly high mortality. Poor results 
are also obtained in staphylococcal infections that 
complicate other debilitating diseases, particularly 
when the treatment is undertaken late in the infection 
or where the antibiotics are not properly chosen or 
applied. Even in these categories of severe and highly 
fatal infections, encouraging results are reported with 
the new agents or even with the older ones when prop- 
erly applied. However, in the great majority of 
staphylococcal infections, the results have been quite 
favorable. 

Although each individual author who has reviewed 
the status of one or another of the antibiotics has 
attempted to present a fair picture of that antibiotic, 
some have emphasized the more favorable aspects and 
others have perhaps gone into greater detail about the 
less favorable properties. In each instance, however, 
the intent was to present the available information so 
that the reader could apply these facts most effectively. 
Comparisons among these antibiotics are difficult at 
best, for their effects depend on the judgment and 
care with which they are used and this, in turn, de- 
pends on experience. Some physicians may extract the 
most value out of relatively poor agents by applying 
them properly and to their best advantage, whereas 
others may be less successful in the application of more 
potent agents by using them improperly. The excessive 
use of such antibiotics where they are not indicated, 
inadequate dosage, delay in treatment, improper 
choice of cases, failure to guard against development 
of resistance when possible, failure to recognize mixed 
infections or complicated infections, or toxic effects of 
the antibiotics, and to apply proper measures to cope 
with these situations all are factors which may reduce 
the value of even the most effective agents. Moreover, 
the failure to apply local treatment or to drain acces- 
sible foci of suppuration where possible likewise tends 
to diminish the effectiveness of the antibiotics against 
staphylococcal infections. 

In spite of these difficulties, an attempt will be made 
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in the next few paragraphs to offer some comparisons 
of the available antistaphylococcal antibiotics in cer- 
tain important respects; these comparisons can only 
be considered as rough and qualitative. It is doubtful 
whether agreement could be reached by many experi- 
enced investigators in all instances. However, these 
comparisons may be useful as a summary and as a 
guide. 


Relative Activity 


It is obviously very difficult to compare the activity 
of different antibiotics against staphylococcal infec- 
tions in humans on the basis of available reports. Com- 
parisons, for the most part, are crude and only subjec- 
tive because controlled clinical studies aimed at such 
comparisons are not available and are difficult, if not 
impossible, to carry out. Moreover, as already indi- 
cated, the relative value of antibiotics will depend on 
experience of the individual making the comparison 
or on an assessment of reports of others as interpreted 
through one’s own experience. Bearing this in mind 
and considering only the activity in infections to which 
the causative organism is still fully sensitive, it is still 
possible to consider penicillin, erythromycin, novo- 
biocin, vancomycin, kanamycin, ristocetin and olean- 
domycin as the most active, more or less in that order. 

In referring to the activity of erythromycin and 
oleancomycin for comparative purposes, the activity 
of oral preparations is considered on the basis of ery- 
thromycin propionate and triacetyloleandomycin, the 
best absorbed of these respective drugs (reports of com- 
parisons of erythromycin stearate are not available). 
In vitro, erythromycin is four to five times as active (on 
the average) as oleandomycin against strains suscep- 
tible to both. 

The tetracyclines, chloramphenicol, _ bacitracin, 
streptomycin and neomycin are probably less active, 
and again approximately in that order. Kirby has con- 
sidered vancomycin to be the most active and useful 
antibiotic for serious infections because of its bacteri- 
cidal effect, his failure to find strains resistant to it and 
because levels of activity can be assured, since the 
intravenous route must be used. Those who have had 
experience with this drug would probably concur in 
this view. More generally, it may be said that in serious, 
hospital-acquired staphylococcal infections which are 
resistant to penicillin, erythromycin and novobiocin, 
the drug of choice would be vancomycin, ristocetin 
and kanamycin, more or less in that order. Neomycin 
obviously is less useful though somewhat more active 
in vitro than some other agents like kanamycin and 
streptomycin, but it cannot be used systemically mn 
doses adequate to produce a good clinical effect with- 
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out serious toxicity. Occasional brilliant results have 
heen obtained by courageous physicians who resorted 
io this antibiotic in desperate cases before kanamycin 
became available. The latter antibiotic would now be 
preferred for systemic use. Other considerations may 
make some of the antibiotics relatively more effective 
than indicated here under special circumstances. 

Moreover, the effectiveness of some of these agents 
in serious staphylococcal infections depends on their 
use together with other active agents, either because 
oftheir bacteriostatic action or because of the tendency 
of the organism to become resistant in the course of 
treatment. Thus, erythromycin, novobiocin, oleando- 
mycin and streptomycin should probably never be 
used alone in serious staphylococcal infections where 
treatment must be continued for relatively long periods. 
Other antibiotics, notably bacitracin, kanamycin or 
chloramphenicol, may well be used as a second anti- 
biotic to prevent the development of resistance in the 
first group mentioned, or at least to delay the appear- 
ance of resistant variants and depress the degree of 
resistance that might emerge. In fact, bacitracin, al- 
though not very effective when used alone in the treat- 
ment of serious staphylococcal infections, may be 
highly useful in increasing the activity of novobiocin 
or erythromycin, or even vancomycin; likewise, 
chloramphenicol has its greatest usefulness in staphy- 
lococeal infections in combination with more active 
agents, particularly erythromycin and novobiocin; by 
itself it has relatively low activity. 


Resistance 


When each of the antibiotics was initially introduced, 
its activity against different strains of staphylococci 
isolated from patients before treatment was started 
was more or less uniform; such variations as were ob- 
served were over a relatively narrow range of concen- 
trations of the antibiotic. With increasing usage, how- 
ever, progressively larger proportions of strains of 
moderate or high resistance to certain of these anti- 
biotics have been encountered. This is particularly 
true in regard to penicillin, streptomycin and the 
tetracyclines. In many places where they have been 
extensively used, either in the hospital or in the com- 
munity, this is now being observed with respect to 
erythromycin, oleandomycin and novobiocin as well. 
For each of these antibiotics, a certain proportion of 
strains of staphylococci are now found to be highly 
sensitive, nearly all of the rest are highly resistant and 
arelatively small proportion (perhaps 2 to 10 per cent 
of the total) are found to be intermediate in their sus- 
ceptibilit y (i.e., only slightly sensitive or moderately 
resistant) . 
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A meaningful comparison of the antibiotics is difficult. Their 
effects depend on the judgment and care with which they are used. 
These factors, in turn, depend on experience. 


The proportion of strains resistant to each of these 
antibiotics will vary with the hospital or community. 
For example, strains resistant to 50 units of penicillin 
or more may comprise as high as 50 per cent of all 
pathogenic strains and in some hospitals‘even more 
than 80 per cent of the staphylococci isolated from 
infections or from nasal carriers in those hospitals. 
For the tetracyclines the proportion of staphylococci 
resistant to 50 mcg. or more may range from 20 per 
cent to more than 50 per cent; for a similar concentra- 
tion of streptomycin the proportion may range from 20 
to more than 90 per cent resistant. In some hospitals, 
the incidence of strains resistant to erythromycin and 
to novobiocin is also rising, so that from 10 to 30 per 
cent or more may be highly resistant to one or another 
of these drugs. Interestingly enough, resistance of this 
degree to chloramphenicol has been rare even where 
this agent has been used extensively. Although isolated 
instances have been reported where up to 50 per cent 
of chloramphenicol-resistant strains among staphy- 
lococci were encountered, these occurred only during 
brief periods and under special circumstances of 
intensive usage of chloramphenicol essentially as the 
only antibiotic. When normal usage of chloramphenicol 
was resumed, the incidence again dropped to low 
levels. Thus far, the incidence of strains of staphy- 
lococci resistant to the other antibiotics, namely to 
bacitracin, neomycin, vancomycin, kanamycin and 
ristocetin, has remained exceedingly low. In the case 
of some of these antibiotics, notably chloramphenicol 
and vancomycin, it appears to be more difficult in vitro 
to produce strains resistant to these antibiotics. 
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Cross-Resistance 


All of the tetracycline antibiotics (chlortetracycline, 
oxytetracycline, tetracycline and the most recent, 
demethylchlortetracycline) exhibit essentially com- 
plete cross-resistance both in vitro and in vivo. Ole- 
andomycin, spiramycin and carbomycin may be con- 
sidered as erythromycin-related drugs; organisms 
made resistant by subculture to any of these four anti- 
biotics develop complete cross-resistance to each of the 
others. On the other hand, strains isolated from pa- 
tients exhibit cross-resistance among these agents only 
irregularly, at least in the usual sensitivity tests. 
Among pathogenic staphylococci isolated in different 
laboratories, from 10 to over 70 per cent of freshly 
isolated erythromycin-resistant strains show resistance 
of moderate or high degree to oleandomycin as well, 
and the same is probably true of carbomycin. 

There appears to be nearly complete cross-resistance 
between neomycin and kanamycin, both in organisms 
made resistant in vitro and in resistant strains isolated 
from patients who are under treatment with one or the 
other of these agents. There is also a minor degree of 
cross-resistance between these two agents and strepto- 
mycin, but this is probably of little or no clinical 
significance. Likewise, there is some slight degree of 
cross-resistance between the tetracyclines and chlo- 
ramphenicol, and this also probably has no clinical 
significance. 

None of the other antibiotics, namely penicillin, 
novobiocin, bacitracin, vancomycin or ristocetin show 
any cross-resistance among each other or with any of 
the other antibiotics. No other cross-resistance of im- 
portance has been found between the tetracyclines and 
any other group of antibiotics, or between each of the 
erythromycinlike antibiotics and others not in that 
group except for minor cross-resistance between these 
agents and antibiotics of the streptogramin group. 


Bacteriostasis Vs. Bactericidal Action 


Although each of the antibiotics we have considered 
may be bactericidal under certain circumstances, the 
antistaphylococcal antibiotics may be classified roughly 
according to their activity, some being predominantly 
bactericidal and others largely bacteriostatic. Thus, 
considering the activity only against sensitive strains, 
penicillin, streptomycin, kanamycin, neomycin, baci- 
tracin, vancomycin, and probably also ristocetin, are 
generally classified as predominantly bactericidal 
agents. On the other hand, the tetracycline anti- 
biotics, chloramphenicol, novobiocin, erythromycin 
and oleandomycin are predominantly bacteriostatic in 
their action. High concentrations of the antibiotics 
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classified as bacteriostatic may exert bactericidal 
effects on organisms that are moderately sensitive to 
them, if high enough concentrations can be achieved, 
For certain strains of staphylococci, and perhaps with 
some combinations for many strains, the use of a pre- 
dominantly bactericidal drug in combination with one 
that is predominantly bacteriostatic may increase the 
total bactericidal effect; however, this activity cannot 
always be depended upon to act in a predictable man- 
ner. The difference between the bactericidal and bac- 
teriostatic endpoints may vary with the conditions of 
the test in either type of agent, but the difference in 
these concentrations is, of course, generally small for 
the bactericidal ones regardless of the methods used, 


Absorption and Route of Administration 


Penicillin, erythromycin, novobiocin, the tetracy- 
clines, chloramphenicol and oleandomycin are ab- 
sorbed from the gastrointestinal tract and may also be 
given by the intramuscular or intravenous routes. On 
the other hand, streptomycin, bacitracin, vancomycin, 
kanamycin, neomycin and ristocetin are not absorbed 
from the gastrointestinal tract. Oral use of the latter 
group of agents is therefore limited to their expected 
effects on the intestinal flora, as in the preparation for 
large bowel surgery or in the prevention or treatment 
of staphylococcal enterocolitis. Neomycin and kanamy- 
cin are now the ones most frequently used for the 
former, and the same antibiotics or erythromycin or 
bacitracin have been used for the latter; but vancomy- 
cin and ristocetin could also be used orally in the pre- 
vention or treatment of staphylococcal enterocolitis. 

The systemic use of streptomycin, bacitracin, kana- 
mycin and neomycin is limited to intramuscular injec- 
tion because they are probably too toxic when given 
intravenously. Vancomycin and ristocetin are given 
only intravenously; the currently available intramus- 
cular preparations are too irritating, but improved 
preparations may be available for such use in the future. 

All of the antistaphylococcal antibiotics may be used 
topically on surface lesions of the skin and mucous 
membranes or may be injected into purulent foci in 
appropriate amounts and concentrations. However, 
the application of penicillin, streptomycin and novo- 
biocin to lesions of the skin and mucous membranes 
is not recommended because of the high potential sen- 
sitizing effects of these drugs (known for the first two 
and presumed for novobiocin). 


Penicillin can be given within a very wide range of 
dosage, either orally or parenterally; as much as one 
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hundred million units per day or more have been used 
in treatment of infections with penicillin-resistant 
strains. In general, doses of 2 to 10 million units per 
day are now generally given for treatment of infections 
with highly or moderately sensitive staphylococci. 

All other antibiotics have a relatively narrow range 
of dosage; the usual dose is about 2 Gm. per day but 
larger doses of erythromycin, oleandomycin and 
chloramphenicol up to 4 Gm. daily by mouth may be 
given. The larger doses of erythromycin, however, may 
produce gastrointestinal irritation in some patients, 
and larger doses of chloramphenicol may produce sore 
tongue and mouth and gastric irritation. When given 
orally, neomycin and kanamycin may be used in daily 
doses of 4 to 6 Gm.; however, 8 or even 12 Gm. per 
day have been used in treatment of patients with im- 
pending hepatic coma, but the larger doses of these 
two drugs may produce vomiting and diarrhea in some 
patients. Except in unusual circumstances, intra- 
muscular doses of neomycin should not exceed 1 Gm. 
daily, and this should not be given for more than one 
week; and those of kanamycin are best kept at 1.5 Gm. 
daily, or less, and should be given for no longer than 
two weeks to avoid serious renal damage and ototoxi- 
city. The dose of streptomycin is likewise kept at or 
below 2 Gm. daily at first and reduced later to 1 Gm. 
per day. The dose of bacitracin is 75,000 to 100,000 
units daily given in three or four injections. 

Most of the drugs are given in two to four equal 
amounts over a 24-hour period. The large doses of 
penicillin may be given by continuous intravenous 
infusion, and this method has been employed although 
it is not recommended for vancomycin and ristocetin. 
The doses mentioned are recommended as average 


adult doses and should be adjusted for children. 


Toxicity 


Most of these antistaphylococcal antibiotics are rela- 
tively free of serious toxic effects, but some have indi- 
vidual propensities to produce certain specific un- 
toward effects, which must be considered either in the 
choice of the drug for therapy or in evaluating fever 
and unusual symptoms while they are being given. In 
each instance it is essential to be on the lookout for 
some of them by close clinical observation or by em- 
ploying the proper laboratory or other tests. 

Penicillin, in general, is the least toxic of the anti- 
biotics even when given in large doses; however, there 
has been an increasing number of individuals who have 
acquired serious hypersensitivity to this drug which 
may exclude its use or require its discontinuance if it 
ls being given. The serum sickness type of sensitivity 
teaction is characteristic of penicillin, but it has been 
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reported with novobiocin. The latter antibiotic, and 
streptomycin, likewise, produce fever and rashes— 
novobiocin perhaps more frequently than any other, 
during the course of treatment. These drug fevers 
and rashes usually clear up within one to four days 
after treatment has stopped. Some of the erythematous 
reactions that occur during the second week of novo- 
biocin treatment may clear during continued ad- 
ministration of this agent, but it usually is not ad- 
visable to keep on giving any drug in the face of a rash 
and febrile reaction, except in unusual circumstances. 

Any of the antibiotics may produce gastrointestinal 
irritation during oral administration if the doses are 
large enough. The tetracyclines or erythromycin, when 
given in doses of 2 Gm. per day or more, may do this; 
there may be nausea, feeling of flatulence and dis- 
tention, and there may be increased bowel activity in 
the form of large, bulky soft stools or occasionally 
diarrhea. These symptoms may also be encountered in 
patients who receive kanamycin or neomycin in doses 
greater than 6 Gm. per day by mouth. 

Changes in the flora of the respiratory or intestinal 
tract may result from the use of any of the agents given 
by any route, but particularly when given orally. Strains 
of staphylococci resistant to the antibiotics used may 
become prominent and give rise to new infections or to 
relapses. Gram-negative bacillary fornis (E. coli, A. 
aerogenes, Proteus and Pseudomonas—and occasion- 
ally Achromobacter) may replace the predominantly 
Gram-positive respiratory flora when the narrow- or 
intermediate-spectrum antibiotics are used, and yeasts 
and fungi may increase and assume pathogenic 
significance when broad-spectrum antibiotics (tetracy- 
clines, chloramphenicol, kanamycin, neomycin) or 
multiple antibiotics are employed. 

Local irritation at the sites of intramuscular injec- 
tion vary in intensity, and the same is true of the local 
venous irritation at the site of intravenous injections or 
infusions. These may vary with the drugs used, the 
concentrations of the antibiotic that is injected or the 
speed with which the injection is made. Occasional 
thermal reactions have occurred following intravenous 
injections of vancomycin. 

Renal irritation occurs only after injections of neo- 
mycin, kanamycin or bacitracin, the severity of the 
effect being essentially in that order. These three 
drugs should be avoided or used with great caution in 
patients with impaired renal function. Streptomycin 
and vancomycin, likewise, should be used with caution 
in patients with renal insufficiency; these two anti- 
biotics, like kanamycin and neomycin, may give rise 
to eighth nerve toxicity which may be exaggerated by 
the increased retention of the drug that occurs in 
patients with impaired renal function. 
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Granulocytopenia has been reported from strepto- 
mycin, novobiocin and chloramphenicol; thrombo- 
cytopenia has been observed with ristocetin and 
chloramphenicol, and aplastic anemia has been at- 
tributed to the latter antibiotic in an appreciable num- 
ber of cases. All of these hematologic complications, 
however, are quite rare. 

Hepatotoxicity likewise is very infrequent and is 
limited to rare cases in which large does of tetracycline 
are injected intravenously or in patients who continue 
to receive novobiocin after other evidence of drug 
toxicity such as fever and rash have appeared. It has 
also been reported in patients on prolonged therapy 
with streptomycin, but this too is very rare. 

In patients receiving novobiocin, a yellow tinge to 
the skin, sclera and mucous membranes has been 
noted. The serum in such instances gives only a posi- 
tive direct reaction in the test for bilirubin and is said 
to be due to some metabolic product of novobiocin, 
There is no bile in the urine in such cases. 


Optimum Therapy 


In order to achieve the best results in treating 
staphylococcal infections, it is essential to abide by 
certain obvious principles. First, it is important to 
treat only infections which are either: (1) extensive, 
(2) large and spreading, (3) multiple, (4) associated 
with blood stream invasion or (5) in locations that 
make them serious. Antibiotics should generally be 
avoided in simple small furuncles that are well local- 
ized. 

The antibiotics should be selected on the basis of 
susceptibility of the offending staphylococcus. It is 
best to have this information before selecting the agents. 
However, when immediate treatment seems imperative, 
materials for culture and sensitivity testing should be 
obtained before institution of such treatment. Under 
these conditions, the drugs to be used should be chosen 
on the basis of the best probability in view of the most 
likely source of infection and the known susceptibility 
of the strains isolated in similar situations. 

In all cases in which erythromycin, novobiocin, 
streptomycin or oleandomycin are chosen, another 
agent which has been shown to be active against the 
offending organism or may be expected to be active, 
should be used simultaneously. If the paired agent is 
discontinued or a change is necessary, it is important 
to stop the first agent at the same time and to reinsti- 
tute treatment with two drugs again. 

Changes in therapy to the appropriate antibiotic, if 
the original choice was not proper, may then be made 
when the results of the culture and sensitivity tests 
become available. Changes should also be made when 
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the patient fails to respond clinically or bacteriologi- 
cally or when he shows signs of relapse after apparent 
improvement, but ample time should be allowed to 
demonstrate improvement since staphylococcal infec- 
tions may resolve slowly and the symptoms subside 
gradually even when the proper antibiotics are chosen 
and are performing properly. If a change in therapy is 
contemplated, attempts should be made to obtain 
further material for culture and sensitivity tests and 
to look for changes in sensitivity of the strains, the 
appearance of new strains or of other (super-) infec- 
tions. 

The possibility of fever resulting from the drug must 
be considered, especially when either penicillin, strep- 
tomycin or novobiocin is used. Such fevers usually 
subside after withdrawal of the offending drug. 

Early drainage of accessible foci of suppuration 
should be undertaken. Aspiration may be used in the 
case of infections of serous cavities, and surgical in- 
cisions made in the case of lesions of the skin and 
subcutaneous tissues or where there are large, walled- 
off suppurative foci that do not respond to systemic 
treatment. The use of lytic enzymes such as strepto- 
kinase and streptodornase or trypsin may be resorted 
to when there are large deposits of fibrin; these may 
be helpful particularly in the pleural cavity and some- 
times in the joints or the pericardium. 

Topical instillations of antibiotics in accessible, in- 
fected cavities should be employed whenever feasible; 
bacitracin is probably the most useful for this purpose. 
Sensitizing agents such as penicillin, streptomycin and 
probably novobiocin should be avoided in topical 
therapy of lesions of the skin or mucous membrane. 


Miscellaneous Antistaphylococcal Drugs 


The chief concern in this paper has been with those 
antibiotics that have proved useful in staphylococcal 


— infections and which have been very much relied upon 


in the management of severe infections. Certain other 
antibiotics and chemotherapeutic drugs were not includ- 
ed in this presentation, although they have appreciable 
antistaphylococcal activity in vitro, and some of them 
have been used to a varying extent for therapy of staph- 
ylococcal infections. Brief mention may therefore be 
made of a few of these agents. Although there has bee» 
a great revival of interest in immunologic procedures 
for prevention of staphylococcal infections by vaccines, 
toxoids, etc., and for their treatment with gamma glob- 
ulin and specific antisera, as well as in the use of specif- 
ic bacteriophages for therapy, there is available so little 
reliable and factual information about their value that 
they will not be considered here. 

Tyrothricin. This was the first modern antibiotic to 
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be made available. It is still listed in New and Nonofficial 
Remedies for 1959. This antibiotic is active against all 
Gram-positive organisms including staphylococci, but 
it is toxic to tissues and cannot be used systemically. 
Its use is limited to local application in surface infec- 
tions and is still being made available either alone, in 
solutions or troches, or in various mixtures with other 
agents for topical application. However, there is very 
little information available about its value in staphy- 
lococcal infections. 

Sulfonamide Drugs. Some of the sulfonamide drugs, 
notably sulfathiazole and sulfadiazine, exhibit con- 
siderable antistaphylococcal activity in vitro and have 
been found to be of some value in treatment of staph- 
ylococcal infections. Indeed, they were the only use- 
ful antimicrobial agents available for systemic use 
against staphylococcal infections before the advent of 
penicillin. Some reduction in mortality from serious 
infections with bacteremia had been reported from their 
use at that time. In recent years, these drugs have for 
the most part proved ineffective against serious staphy- 
lococcal infections, especially those acquired in hos- 
pitals, and most of the staphylococci from such infec- 
tions are resistant to sulfonamide drugs. The value of 
these agents as adjunctives to increase the activity of 
other antistaphylococcal antibiotics, or to prevent the 
development of resistance to them has not been ade- 
quately demonstrated. 

Carbomycin and Spiramycin. Carbomycin was the 
first erythromycin-related antibiotic to be introduced. 
It proved to be active against staphylococci in vitro, 
showed complete cross-resistance with erythromycin on 
organisms made resistant to either one of these agents 
in the test tube, but erythromycin-resistant strains 
isolated from patients showed irregular susceptibility 
to carbomycin. This antibiotic proved essentially to 
have very low activity against serious staphylococcal 
infections and therefore is no longer used for that 
purpose. 

Spiramycin is another erythromycinlike antibiotic 
that is being used in some European countries. It, too, 
is related to erythromycin in that organisms made 
resistant in vitro to either one of these agents show 
complete resistance to the other and also to carbomycin 
and to oleandomycin. Although there are some reports 
of its successful use in the treatment of various infec- 
tions with Gram-positive organisms, the results in 
staphylococcal infections have not been impressive, 
and this agent has not been accepted in the United 
States. Its extensive use in one large clinic has resulted 
m rapid dissemination of strains of staphylococci re- 
sistant to both spiramycin and erythromycin. A second 
clinical trial sometime later in the same clinic was 
made and spiramycin was then used intensively but 
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only in combination with novobiocin. The appearance 
and increase in incidence of staphylococcus resistant 
to both of these antibiotics and to erythromycin was 
demonstrated, although this was somewhat delayed as 
compared with the previous period when spiramycin 
had been used alone. Its in vitro activity against 
staphylococci is much less than that of either erythro- 
mycin or oleandomycin, but the producers claim a 
relatively greater in vivo activity. 

Streptogramin (Staphylomycin) and Others. This anti- 
biotic and a group of similar ones appeared to be 
highly active agents against staphylococci in vitro and 
have had only minor study in this country. These 
studies have been only in vitro and have shown some 
degrees of cross-resistance with the erythromycin- 
related group of antistaphylococcal agents, but not 
complete. They have not received clinical trials or use 
in this country and only a few reports of their use 
abroad are available. 

Leukomycin is a new erythromycinlike antibiotic 
that is currently under study for both its in vitro 
effects and clinical usefulness. It is highly active in 
vitro and shows some cross-resistance with erythromy- 
cin and related antibiotics. 

Bryamycin is another antibiotic that is highly active 
against staphylococcal in vitro. It exhibits no cross- 
resistance with any other antibiotics but it has not 


become available for clinical trials. 


Reservations or Limitations of Antibiotics 


The problem of restricting one or another antibiotic 
has not been discussed thus far. Several methods have 
been recommended: 

1. Limiting the use of one or more agents to life- 
threatening infections in which they are the only effec- 
tive ones as judged from sensitivity tests. This is ex- 
pected to preserve the drug for such cases by reducing 
the chances for development and spread of variants 
resistant to that drug. 

2. Rotation of drugs, some being used for several 
months, then withdrawn completely from use and re- 
placed by others. This would be expected to limit the 
extent to which resistant variants would occur and 
spread, and such resistance as will have occurred 
would then be expected to be dissipated in time after 
the withdrawal of that agent and the introduction of 
others. 

3. Restricting some agents to use only in combina- 
tion with other antibiotics, only those to which the 
causative organisms are sensitive being used in such 
combinations. This would be expected to delay the 
emergences of resistance and perhaps to result in a 
lower degree of resistance when it develops. 
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These restrictions would, of course, be applicable 
only to the use of antibiotics to which the incidence of 
resistant strains is already appreciable or to which 
resistance may be expected to develop in the course of 
their use. The efficacy of any of these methods has not 
been fully documented and they cannot therefore be 
recommended on the basis of proved usefulness. 

The most reasonable restriction in the use of anti- 
staphylococcal antibiotics that can be recommended 
without hesitation is that it be required that they be 
used sensibly and only for clearly defined indications. 
These antibiotics should never be used for prophylaxis 


on a wide scale in hospitals or in closed commuiiities, 
particularly for long periods. Such usage is certain 
to upset the balance of the prevailing flora in favor of 
organisms resistant to those very antibiotics that are 
so used. The antibiotics most suitable for each case 
should be selected, and changes made after adequate 
trial has shown them to be ineffective or inadequate, 
when other infections are demonstrated, or when 
evidence of toxicity precludes their further use. 
Adapted from ANTISTAPHYLOCOCCAL ANTIBIOTICS edited by the 


author and Henry Welch, Ph.D., soon to be published by MD Pub- 
lications, Inc. 


Effect of Sprue upon Calcium Metabolism 


RECENT sTuDIES with radiocalcium by Laszlo and associates 
have emphasized the critical role of intestinal absorption of 
calcium in the regulation of the body’s total supply of this 
mineral. Normally, the intestinal epithelium absorbs just 
that amount required to maintain the body’s steady daily 
requirement, even though the intestinal lumen may contain 
a large pool of calcium from both diet and secreted digestive 
juices (Figure 1). In cases of sprue, negative calcium 


Figure 1. Intestine and calcium hemostasis; normal subject. 


balance appears to result from a combination of at least 
three factors: (1) an increase in the amount of calcium- 
containing digestive secretion poured into the small bowel 
lumen, (2) decreased reabsorption of this endogenous 
calcium and (3) decreased absorption of dietary (exogenous) 
calcium (Figure 2). It has long been known that excessive 
fatty acids passing down the intestinal lumen “trap” 
calcium, and that increasing dietary fat in states of stea- 
torrhea will thereby increase proportionally the fecal cal- 
cium loss.—WabDE VOLWILER, M.D., DM, March, 1959. 


Figure 2. Steatorrhea and calcium loss. 


(WMustrations adapted from March, 1959 issue of DM, published by Yearbook Publications, Inc., Chicago, Illinois.) 
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1.In the course of the Framingham Heart Disease 
Epidemiologic survey, consideration was given to the 
prevalence of electrocardiographic aberrations in 
patients with neurocirculatory asthenia. Such aberra- 
tions were found to be: 

1. Less prevalent than in normals 

2. Significantly more prevalent than in normals 

3. Approximately equal in incidence to those in normals 

4. In a consistent pattern, of diagnostic significance 

5. None of the above 


2.Oral administration of antimicrobial agents to 
patients who are to undergo surgical treatment for 
carcinoma of the colon has been a mixed blessing 
because of the: 

1. Frequency of adverse reactions to the drugs 

2. Risk of bleeding 

3. Aggravation of symptoms of obstruction 

4, Relief of symptoms, with consequent clouding of the 

diagnosis 
5. Risk of bacterial or fungal enterocolitis 


3. Back pain in a postmenopausal patient should sug- 
gest a diagnosis of osteoporosis. That diagnosis can be: 
1. Ruled out if the serum calcium level is normal 
2. Established in all instances by x-ray studies 
3. Considered a contraindication to hormonal therapy 
4. Considered an indication for hormonal therapy 
5. Used as a gauge of thyroid function 


4. Nonallergic bronchospasm has been known to result 
from all but one of the following: 

1. Acute bronchitis 

2. Hypertensive heart disease 

3. Carcinoid 

4. Hypopotassemia 

5. Administration of pilocarpine 
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Semiannually GP publishes a quiz 
covering its scientific articles. 

Here are the multiple choice questions 
compiled from the January through June issues. 
Answers to these questions appear on page 332. 


Quiz 


5. Following emergency intestinal surgery, a 67-year- 
old man is treated with a variety of antibiotics. Ten 
days later he develops evidence of severe enterocolitis. 
The cause is likely to be one of the organisms in one of 
the following groups: 

1. Staphylococcus aureus, Streptococcus fecalis, Proteus 

2. Proteus, Pseudomonas, Staphylococcus 

3. Pseudomonas, Streptococcus, Salmonella 

4. Ameba, Staphylococcus, Shigella 

5. Proteus, Pseudomonas, Ameba 


6. A 45-year-old housewife complains of weakness of 
grip in the right hand. This is noticeable when she 
attempts to wring out wet clothes. There is also pain at 
the lateral aspect of the right elbow. There is tender- 
ness at the lateral epicondyle of the humerus. Treat- 
ment would be by: 

1. Local injection 

2. Surgery 

3. Manipulation 

4. Antibiotic 

5. None of the above 


7. Chronic discoid lupus often responds well to 
treatment with: 

1. Antibiotics 

2. Antimalarial drugs 

3. Antihypertensive drugs 

4. Sulfonamides 

5. Insulin 


8. Trichotillomania refers to: 
1. A wild form of trichophytosis 
2. Neurotic hair-pulling 
3. Trichiuris infestation 
4. Mamiacal silo-fillers’ disease 
5. Circumscribed neurodermatitis 
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9. The accompanying x-ray study of the lumbosacral 
region suggests a diagnosis of: 

1. Neoplasm, primary 

2. Osteoporosis 

3. Plasmocytoma 

4. Rheumatoid arthritis 

5. Degenerated intervertebral disc 


10. When the term, enuresis, is restricted to children 
% who wet the bed night after night for years, the 
condition is: 

1. An “inborn deviation”’ as indicated by the high in- 
cidence of cases in the immediate family and in near 
relatives 

2. Almost always caused by an evident emotional 
disturbance 

3. Amenable to systematic psychotherapy 

4. Best treated by punitive methods 

5. None of the above 


11. Patients who have undergone bilateral adrenal- 
ectomy are best treated with: 
1. Testosterone and estradiol 
2. Desoxycorticosterone acetate 
3. Cortisone 
4. One of the newer cortisonelike compounds that has 
less tendency to cause salt retention than cortisone 
5. Triodothyronine 


J 12. A frequent precipitating factor in “hepatic coma” 
is: 

zh 1. Administration of antibiotics 

ia 2. Abstinence from alcohol 

3. Gastrointestinal hemorrhage 

4. Liver biopsy 

5. Adumbra’s disease 
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13. Treatment of diabetes mellitus with oral sulfony. 


lurea compounds seems best suited to: 


1. Juvenile diabetics who fear “‘the needle” 

2. Patients with maturity-onset diabetes who have been 
well controlled with less than 40 units of insulin 
daily 

3. Use as a supplement to regular insulin in the early 
management of diabetic acidosis ‘ 

4. The obese diabetic in whom control is difficult 

5. The “brittle” diabetic whose need for insulin has 
been found to fluctuate widely 


14. Gastroscopic examination: 

1. Is contraindicated when the x-ray diagnosis of a 
gastric tumor has been made 

2. Logwally should precede x-ray examination in 
patients with gastric symptoms 

3. Does little to differentiate benign from malignant 
gastric ulcer 

4. Almost always reveals an abnormality when the 
radiologist has made a diagnosis of gastritis 

5. Enables differentiation between gastritis, lymphoma 
and diffuse carcinoma 


15. A young adult male is found to have cyanosis, 
clubbing of fingers and toes, polycythemia and a 
rounded pulmonary opacity on the right. The symp- 
toms have not been present since birth, and an x-ray 
film six years previously had been “negative.” The 
probable diagnosis is: 

1. Congenital A-V fistula 

2. Carcinoma of the lung 

3. Metastasizing carcinoid 

4. Polycythemia vera 

5. Organized pulmonary infarct 


16. Although almost any organism can attack the 
meninges of the newborn, one of the following is very 
prone to do so: 

1. N. catarrhalis 

2. Proteus vulgaris 

3. Proteus mirabilis 

4. Giardia lamblia 

5. E. coli 


17. If cultures are taken from the noses of any group 
of adults living in a temperate climate, the per cent 
yielding coagulase-positive staphylococci is approx!- 
mately : 

1. 10 

2. 20 

3. 30 


4. 40 
5. 50 
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18. Phenothiazine derivatives, widely used as tran- 
quilizers, have been known to produce all of the 
adverse effects in one of the following groups: 
1. Renal failure, myocardial damage, disseminated 
lupus 
2. Myocardial damage, disseminated lupus, epileptic 
sewures 
3. Disseminated lupus, epileptic seizures, jaundice 
4. Epileptic seizures, jaundice, agranulocytosis 
5. Jaundice, agranulocytosis, renal failure 


19. One of the following statements applies to 
kanamycin : 
1. Absorbed from the gastrointestinal tract; effective 
against staphylococci and nontoxic 
2. Effective against all Gram-negative bacilli; ototoxic 
and nephrotoxic 
3. Administered intramuscularly; effective against 
penicillin-resistant staphylococci, and nephrotoxic 
4. Results in rapidly achieved blood levels; eosinophilia 
and hemolytic anemia 
5. Causes cylindruria, albuminuria and glycosuria 


20. All but one of the following are regarded as a 
manifestation of tissue hypersensitivity : 

1. Polyarteritts nodosa 

2. Wegener’s granulomatosis 

3. Rheumatoid arthritis 

4. Lupus erythematosus 

5. Salicylate intoxication 


21. Metastases to mediastinal lymph nodes occur most 
commonly from one of the following groups: 

1. Bronchus, esophagus, stomach and breast 

2. Lung, pancreas, trachea and breast 

3. Bronchus, prostate, stomach and lung 

4. Colon, bronchus, lung and kidney 

5. Bronchus, lung, stomach and pancreas 


22. Serum leucine aminopeptidase is consistently 
elevated in patients with: 

1. Lymphoma 

2. Leukemia 

3. Cancer of the pancreas 

4. Cancer of the prostate 

5. Cancer of the ovary 


23. All but one of the following antibiotics are capable 
of causing damage to the eighth cranial nerve: 

1. Streptomycin 

2. Dihydrostreptomycin 

3. Neomycin 

4. Oleandomycin 

5. Kanamycin 
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24. Staphylococcal infections can be adequately 
treated by all but one of the following: 

1. Penicillin 

2. Novobiocin 

3. Polymyxin B 

4. Vancomycin 

5. Triacetyloleandomycin 


25. Elevation of blood urea nitrogen is referred to as: 
1. Azotemia 
2. Uremia 
3. Indolemia 
4. Phenolemia 
5. Prerenal azotemia 


26. Most pleural fluids in congestive heart failure have 
a protein content: 

1. Between 5 and 6 grams 

2. Between 4 and 5 grams 

3. Between 3 and 4 grams 

4. Under 3 grams 

5. Over 6 grams 


27. The best agent for the treatment of histoplasmosis 
is: 

1. Mycostatin 

2. Histoplasmin 

3. 2-hydroxystilbamidine 

4. Amphotericin B 

5. Stilbamidine 


28. One of the following is definitely pathogenic for 
man: 

1. Balantidium coli 

2. Giardia lamblia 

3. Dientameba fragilis 

4. Iodameba butschlu 

5. Chilomastix 


29. The most common cause of serious antepartum 
bleeding is: 

1. Blood dyscrasia 

2. Placenta previa 

3. Infected cervical polyp 

4. Cervicitis 

5. Carcinoma of cervix 


30. The “Shiner” biopsy tube is used to obtain 
biopsy material from: 

1. Rectum 

2. Small bowel 

3. Liver 

4. Spleen 

5. Bone marrow 
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Clinicopathologic Conference 


The protocol for this conference was prepared from a 
hospital chart. The clinical discussion was derived from 
a recording of the extemporaneous remarks of a clinician 
who had studied the protocol but was otherwise unfamiliar 
with the case. Readers are invited to study the case presenta- 
tion and the clinical discussion, and to decide whether or 
not they agree with the discussor. The final part of the 
conference—the findings at autopsy—is printed on 
page 332.—Mepica. Eprror 


Case Presentation 


A 65-YEAR-OLD MALE LABORER entered the hospital with 
abdominal pain of four months’ duration. 

Four years ago he had been hospitalized briefly be- 
cause of right upper quadrant pain. This pain recurred 
four months prior to the present admission and was 
associated with anorexia and a 20-pound weight loss. 
Pain was constant, neither aggravated nor relieved by 
meals. Bowel habits and stools were unchanged. While 
the pain was unrelated to respiratory movements, there 
had been cough productive of moderately thick sputum 
in recent months. Night sweats, easy fatigability and 
malaise had been noted with the present illness. 

Past medical history revealed intermittent bouts of 
pleurisy in the past ten years. He claimed a moderate 
but unspecified alcohol intake, and smoked one pack 
of cigarettes daily. 

On physical examination, the patient appeared well 
developed, but poorly nourished. He complained of 
mild right upper quadrant discomfort. Rectal tempera- 
ture was 101° F., pulse 80, respirations 20, BP 110/70. 
Heart and lungs were normal. The abdomen was soft 
and nontender, and the liver was firm, palpable 4 cm. 
below the right costal margin. There were no palpable 
lymph nodes. Rectal and neuromuscular examinations 
were normal. 

Laboratory studies revealed a mild hypochromic 
anemia: hemoglobin 12 Gm. per 100 ml., hematocrit 
39. There was leukocytosis of 34,000 cells per cu. mm. : 
neutrophils 84 per cent, eosinophils 13 per cent. Half of 
the neutrophils were stab forms. Repeated examina- 
tions revealed about the same cell counts. Urinalyses 
were normal. Platelets, BUN, serologic examinations 
and studies for stool occult blood were all normal or 
negative. Serum bilirubin was elevated only on the last 
day of life. BSP test and alkaline phosphatase were nor- 
mal. Total protein was 8.1 Gm. per 100 ml., with A/G— 
3.9/4.2. There was no Bence-Jones protein in the urine. 

Chest x-ray revealed calcification of the pleura on 
the left side and blunted costophrenic angles. Gall- 
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bladder series did not visualize the gallbladder. Upper 
GI series was normal. Intravenous urogram was nor- 
mal. PPD #1 and histoplasmin skin tests were normal. 

Abdominal pain worsened. In the second week of 
hospitalization, tenderness was noted in the right 
upper quadrant and right costovertebral angle. On 
the fourteenth hospital day, an exploratory laporotomy 
was performed. The- only finding was the enlarged 
liver, the right lateral aspect of which was firm and 
nodular. A biopsy was taken of this area which showed 
“slight fatty infiltration, and in one area, a group of 
cystic spaces lined with endothelial cells.” The 
diagnosis was made of cavernous hemangioma of liver. 

The patient’s immediate postoperative condition was 
satisfactory but in 24 hours he was noted to be in 
shock. There was profuse sweating, heart rate 120, 
BP 90/70. Lungs were clear, heart sounds faint. There 
were no friction rubs. Legs were not tender and Ho- 
mans’ sign was negative. A norepinephrine infusion 
was started which maintained the systolic blood pres- 
sure at 100. The electrocardiogram showed only sinus 
tachycardia. Temperature remained stable at 100°F.; 
hematocrit was stable at 32. Urine output fell drasti- 
cally from 1,000 ml. per day to 200 ml. 

Within 12 hours, there was superimposed on this 
shock state, moist rales in both lung fields and pro- 
gressive edema of the ankles and legs. More norepine- 
phrine was required to maintain blood pressure. Elec- 
trocardiograms were unchanged, showing only increas- 
ing sinus tachycardia. Intramuscular digitalization had 
no apparent effect. Congestive heart failure with pul- 
monary edema was rapidly progressive. Death occurred 
on the fourth postoperative day, despite positive pres- 
sure oxygen therapy, rotating tourniquets, phlebotomy 
and intravenous hydrocortisone. 


Clinical Discussion 


The outstanding features of the history in the case 
under discussion are the abdominal pain of four 
months’ duration in a 65-year-old man with poor appe- 
tite and a weight loss of 20 pounds. Night sweats, ease 
of fatigability, and malaise had also been noted. There 
is also a history of right upper quadrant pain of the 
same variety appearing briefly four years previously, 
and one has to decide whether or not this pain was of 
the same origin as the present pain. 

The significant finding in the physical examination 
was a firm liver, the edge of which was felt 4 cm. below 
the right costal margin. 

The outstanding features of the laboratory data were 
a marked leukocytosis of 34,000 white blood cells per 
cu. mm. with 13 per cent eosinophils. The liver func- 
tion tests were not remarkable, and the globulin was 
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dightly elevated. It is stated that the serum bilirubin 
yas elevated only on the last day of life. 

An upper gastrointestinal x-ray and an intravenous 
pyelogram were reported to be normal. 

From these data, attention is naturally directed 
toward the hepatic situation inasmuch as there was an 
ealarged liver, and inasmuch as the pain was in the 
right upper quadrant. It was noted that a gallbladder 
xaay did not visualize the gallbladder, and this is not 
too uncommon in conditions in which the liver is dis- 
eased. From the laboratory data available, it is noted 
that the tests commonly used for determining liver 
funetion were not remarkable. 

One can speculate about a differential diagnosis with 
reference to liver disease, but, in my opinion, the out- 
sanding diagnostic clue was the leukocytosis and 
eosinophilia. This elevation of the white blood cell 
count was quite marked, and is not uncommonly seen 
when there is a liver tumor undergoing degeneration. 
Thetumor may be either primary or secondary and occa- 
sionally eosinophilia also occurs, particularly in meta- 
static tumors. Furthermore, it is not remarkable to 
have liver function tests showing relatively normal 
findings in the presence of the tumor. After all, the 
liver can carry on its functions quite well even though 
more than half of the liver is involved by a disease that 
produces discrete lesions. 

Anexploratory laparotomy was performed two weeks 
after the patient was admitted to the hospital. The only 
finding was the enlarged liver, the right lateral aspect 
of which was stated to be firm and nodular. We can 
assume that the major organs of the abdominal cavity 
were palpated and that no primary tumor in the stom- 
ach, pancreas or colon was noted. 

Further information about the nature of the liver 
problem was available because a biopsy was taken, and 
this showed findings consistent with a cavernous he- 
mangioma of the liver. In the histologic description, 
itis noted that there were “‘a group of cystic spaces 
lined with endothelial cells.” 

What happened subsequently is a bit puzzling be- 
cause the patient was found to be in shock 24 hours 
after surgery. It is to be emphasized that the type of 
surgery was certainly of no major import, inasmuch as 
uly a liver biopsy was done. One would not anticipate, 
in the usual course of events, to find postoperative 
shock, oliguria and terminal congestive heart failure 
with pulmonary edema appearing in a four-day post- 
operative period and causing death. In my opinion, the 
oliguria was secondary to the shock, which was quite a 
problem and required a pressor substance to maintain 
‘systolic blood pressure at 100 mm. Hg. 

The question arises as to what might have occurred 
postoperatively that can be connected with the type 
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of disease in the liver that this patient had. In my 
opinion, the entity that most nearly explains the post- 
operative findings, as well as the clinical data, isa cavern- 
ous hemangioma of the liver that perforated postop- 
eratively. Cavernous hemangiomas of the liver, or 
cavernomas, are very rare lesions, which perforate in 
about 15 per cent of the cases. Ninety per cent of the 
patients who have such perforation with this condition 
die unless drastic surgery is done with removal of the 
entire tumor, when that is feasible, which is not too often. 

Another problem that arose in this case was the fact 
that a liver biopsy was done. The liver biopsy may have 
resulted in either hemorrhage or perforation. Loss of 
blood was not notable in the postoperative period, so 
that I believe that the most likely contingency was per- 
foration of the tumor. 

Hemangiomas of the liver are usually cavernous, as 
in this case, and may vary from very small nodules to 
very large nodular masses weighing more than 1,000 
Gm. As in this case, a good portion of the liver may be 
involved. Since they have a tendency to grow progres- 
sively, it is interesting to speculate that in this case 
the abdominal pain in the right upper quadrant that 
the patient experienced four years previously was in- 
deed related to this rather slow-growing tumor. 

Since this is a disease of the endothelial elements of 
the liver, another complication is a hemangioendo- 
thelioma, which may have malignant characteristics 
and in some rare cases may be accompanied by metas- 
tases. The finding of leukocytosis with eosinophilia 
suggests the possibility of malignant transformation 
inasmuch as degeneration of such a tumor would more 
appropriately explain these hematologic findings 
than an uncomplicated cavernoma. 

Are there other possibilities? A metastatic tumor 
cannot be completely eliminated, although the findings 
at exploratory laparotomy do not give us any clue as 
to a primary site nor did the preoperative x-ray studies. 
Of course, one could overlook a tumor in the right 
side of the colon, and since these tumors may metasta- 
size to the liver, this is a remote possibility. 

In summary, therefore, my diagnosis is hemangioma- 
tous tumor of the liver, probably but not necessarily 
malignant, with rupture, either spontaneous or second- 
ary to the liver biopsy, causing the postoperative pic- 
ture of shock and its dire complications. 

Treatment of these tumors, which are quite rare, has 
been successfully carried out by surgical extirpation. 
When the tumors are too large to manage in this man- 
ner, x-ray therapy and in a few instances, injections 
promoting sclerosis, have been used with some success. 
When such a condition is suspected at surgery, it is 
probably better not to biopsy the tumor if surgical ex- 
tirpation is not contemplated. 
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Cornell University Medical College 


Cornet University Mepicat was established 
by the Board of Trustees of Cornell University, 
April 14, 1898. In October of the same year, instruc- 
tion began in temporary quarters. A number of stu- 
dents were admitted to advanced standing and the 
degree of Doctor of Medicine was granted for the first 
time in 1899. 

An affiliation with Bellevue Hospital of the City 
of New York was established when the medical college 
was opened. For many years a partial affiliation also 
existed with the New York Hospital which was founded 
June 13, 1771. In 1927 a formal agreement was 
entered into between Cornell University and the So- 
ciety of the New York Hospital formalizing their 
affiliation for the purpose of bringing together their 
facilities and cooperating in the care of patients, 
medical education and medical research. The New 
York Hospital-Cornell Medical Center was the result 
- of the agreement. Its growth in the past 25 years is an 
example of the need and demand of the public for 
such institutions. 

The Memorial Hospital, affiliated with the medical 
college since 1914, constructed a new building adja- 
cent to the New York Hospital-Cornell buildings. It 
was joined by the Sloan-Kettering Institute for Cancer 
Research and the hospital was expanded by the addi- 
tion of the James Ewing Hospital for Cancer, con- 


structed and maintained by the City of New York. 
The most recent affiliation was made between the 
New York Hospital and the Hospital for Special 
Surgery, formerly the Hospital for the Ruptured and 
Crippled. This institution limits its work to ortho- 
pedic surgery and arthritis and adjoins the New York 
Hospital. Today the affiliated hospitals provide 2,180 
beds for patient care. In 25 years the faculty of the 
medical college has grown from 313 to 964. 

Research is a major activity of the medical center 
and the affiliated hospitals. The total expenditure 
for this activity in 1958 was more than $10 million, 
and new building construction is being undertaken 
by all of the institutions to provide more research 
laboratory space. 

Instruction is provided for 370 medical and graduate 
students and training for more than 400 interns, 
residents and research fellows. Weekly clinics, open 
to physicians, are held in the various institutions and 
short courses are offered to doctors seeking training 
in special fields. The Cornell Therapeutic Conferences 
have been published and made available to members 
of the medical profession. They were designed to 
present modern methods for the treatment of a wide 
variety of diseases. 

We sincerely hope that the articles which will be 
contributed by the faculty to GP will be of value to 
all physicians. 


JOHN E. DEITRICK, M.D. 
Dean of the Medical School 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This ts the first of twelve 

from Cornell University. 


Practical Therapeutics 


The Basis for the Choice and Use of New Drugs 


WALTER MODELL, M.D. 


Cornell University Medical College 
New York, New York 


DvE TO THE EXTREMELY FERTILE MATING of the synthetic 
chemist and the pharmaceutical manufacturer, drugs 
appear on the market almost too quickly for one to 
learn the names, to say nothing of distinguishing 
“which are the same drugs with different proprietary 
names,” or learning enough about them to evaluate 
their relative therapeutic merits. The undesirable 
eflects of some new drugs employed therapeutically 
already have achieved alarming proportions; as one 
example, they constitute 5 per cent of 1,000 consecu- 
tive admissions to a major hospital in the city of New 
York. This situation may become even worse if the 
present rate of development of new drugs continues 
(about 550 new preparations each year or more than 
one every day). 

Yet the choice of a drug will determine whether 
the patient will receive the most judicious therapy. 
Time may be precious for the seriously ill patient; 
and if the first choice is the best drug for the situation, 
that irretrievable commodity is not wasted. Something 
short of the best may provide incomplete relief, no 
relief at all, untoward effects or disaster. The patient 
is likely to assume, and perhaps he also has the right 
to expect, that his physician will provide the optimum 
drug for his condition the first time he writes a pre- 
scription. It is understandable that having ‘endured 
a period of unsatisfactory treatment, the patient may 
be reluctant to expose himself to an obviously trial- 
and-error process. 
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A bad initial impression of a drug often leads to 
enduring and unshakable prejudice and causes the 
physician to avoid using it in situations in which it is 
eminently useful and safe. Nothing is more likely to 
lead to a bad first impression than ignorance of uses, 
limitations and dangers; and conversely, nothing is 
more likely to lead to appropriate first impressions of 
new drugs than the knowledge that enables the physi- 
cian to select the best drug for the therapeutic target. 

To judge whether a drug is useful in a specific 
clinical setting, or where there is more than one drug 
available, to decide which is preferable, requires two 
kinds of pharmacologic information: (1) data obtained 
through studies in the laboratory and (2) data devel- 
oped through studies in man. 

In the choice of a drug, the laboratory investiga- 
tions which supply information are basic, because 
knowledge about the actions of a drug in the animal, 
its potency and its toxic effects give the initial clue 
to its therapeutic potential and its safe use. Most of 
the important drugs in modern use have come by way 
of the laboratory, for example, penicillin; only a few 
old ones like digitalis, which came into medicine by 
way of an accident or the herb doctor, survive. 


Experimental Data on Clinical Utility of Drugs 


Chemists and drug manufacturers have an under- 
standable tendency to make assumptions of drug 


129 


| 
il 
‘ork. | 
the 
ecial 
and 
rtho- 
York 
180 
the 
snter 
iture | 
lion, | 
aken 
arch 
uate 
ypen 
and 
ning 
nces 
bers 
d to 
wide | 
ll be 
ie to 
7 . D 
che | 


utility where there is only superficial evidence that 
clinical requisites are satisfied. The newspapers, too, 
especially the Sunday supplements, have a special 
passion for disclosing undigested information on drugs 
which have a suggestive design of pharmacologic 
action, and for presenting them forthwith as having 
unquestioned clinical utility. Such publicity frequently 
is followed by public pressure on the medical pro- 
fession to make premature use of poorly-tested drugs. 
More often than otherwise, trial of these drugs in man 
fails dismally to fulfill the unwarranted predictions 
made for them or even remotely to satisfy the need for 
which they appeared to be suited. Too often, such fail- 
ures are interpreted as evidence of lack of compatibility 
between laboratory data and clinical application and 
as implying that the former are of limited utility in 
evaluating drugs for man. 

It is of utmost importance to realize that it is the 
initial observation of the pharmacologic properties of 
new drugs in the laboratory animal which gives the 
clue to utility as well as makes possible their safe 
exploration in man. Thus the animal, the experiment, 
and, in fact, the pharmacology laboratory are basic 
to progress in therapeutics. The pharmacologic 
properties of drugs as seen in the animal are likely 
to apply to man when laboratory experiments are 
carefully analyzed and applied only to those clinical 
situations which really correspond. When appropriate 
associations are regularly made, there will be far less 
time and effort lost in the futile trial of drugs which 
do not apply to the conditions for which they are 
tested. The well-designed laboratory investigation 
should provide precise information essential for de- 
termining the applicability of a drug to clinical prob- 
lems, the physiologic processes altered by the drug, 
the nature of toxic reactions, and the likelihood of 
species differences in relation to drug tolerance as 
well as pharmacodynamic action. 

The nature and extent of the physiologic dysfunc- 
tion in man to be rectified by therapy must be borne 
in mind and compared with that in the experimental 
animal in which the drug was tested, or a mismatch 
will inevitably result. Notable examples of such mis- 
matches can be cited. Respiratory stimulation can be 
induced in the cat with several drugs, but it may 
not be automatically assumed that these drugs will 
stimulate the patient whose respiration is clinically 
depressed. That clinical depression of respiration con- 
tinues despite decreased oxygen and increased carbon 
dioxide content of the blood, both excellent stimulants 
of the reactive center, is strong evidence that, in 
clinical respiratory depression, the respiratory center 
is not only depressed but also resistive to stimulation. 
The reason that the respiratory analeptics now in use 
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are disappointing is not that the respiratory center of 
the normal cat is different from that of man, but that 
the respiratory center examined in the laboratory is 
different from that in the clinical situation. 

There are, of course, instances of disease or dys- 
function in man for which there is no laboratory 
duplicate against which to test a drug. However, 
when the clinical situations with their physiologic 
dysfunctions are carefully evaluated, comparable 
laboratory-induced states in animals are usually possi- 
ble. Sometimes the association between laboratory 
and clinical states can be made out of piece-meal 
consideration of the disturbance in man. Where it is 
a fact that there is no laboratory counterpart, the 
deficiency on the part of the laboratory must be 
reckoned with, and in such a case it may be that only 
evaluation in the patient will provide information on 
clinical utility. In any event, a careful and precise 
analysis of the disturbance caused by disease as well 
as that of the situation in which a drug is examined 
is essential if the findings in the latter are to be 
applicable to the needs of the former. 


Chemical Relationship of Drugs to Clinical Use 


Much is made in current drug advertisements of the 
structural similarities between old and new drugs. 
Our understanding of structure-activity relationships 
of many drugs has progressed to a point where the 
pharmacologist can often design a chemical structure 
and predict its pharmacologic action and toxic effects 
with amazing assurance. The genius of the synthetic 
chemist is such that he plies the pharmacologist with 
new drugs with interesting and challenging actions. 
His ability to make these new drugs threatens our 
present capacity for their careful clinical evaluation. 

In considering new drugs, knowledge of previously 
investigated congeners is important as a basis for 
speculation and prognostication, for example that of 
chlorpromazine as a basis for the host of new pheno- 
thiazine tranquilizers which are now on the market. 
It is equally important to recall that new drugs may 
or may not have all the particularized actions of the 
mother substance; in the transformation, they may 
have lost some facets of action or gained entirely new 
ones. It is important to recognize that some new 
drugs are inferior to the old ones; alterations are not 
invariably improvements. Sometimes the full story 
is realized only after two or three years of clinical use. 


Patterns of Drug Action 


The parameters or measurable patterns of drug 
action provide the practical considerations which 
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determine whether a drug with an attractive phar- 
macodynamic design will prove useful. Potency, speed 
of action, absorption, elimination, play decisive roles 
in determining where a drug may be used, and, in the 
end, whether despite eminently desirable pharma- 
cologic action, it can be used well or at all. This is to 
say, not only are pharmacodynamic effects important, 
but even when drugs possess the most desirable of 
actions, administration by an acceptable route in the 
circumstances which exist must be feasible, and the 
desired effects must be producible within an accept- 
able period, and maintainable at a desirable level of 
eflectiveness for a useful period of time. Well-tailored 
pharmacodynamic actions are useless unless they can 
be induced soon enough and last long enough. Token 
eflects, no matter how appropriate, are without merit. 


PoTENCY 


The potency of a drug, namely, the amount-by- 
weight necessary to produce an effect, is of obvious 
practical importance since it determines the dose 
which will have to be given to induce an effect; but, 
provided it is possible to produce equal intensity of 
eflects with other drugs, this is not a very telling bit 
of information. For example, since it is possible to 
reproduce all the effects of 1.0 mg. of digitoxin on the 
heart with digitalis leaf, which is 1/1,000 as potent, 
merely by giving a 1.0 Gm. dose, the difference in 
absolute potency provides in itself no basis for a 
choice between them. 

In some instances, potency of drugs is so expressed 
in the literature as to become truly misleading. For 
example, there are barbiturate drugs for which the 
average hypnotic dose for man is appreciably smaller 
than that of the usual barbiturate, less than the com- 
mon capsule containing 100 mg. Such a barbiturate 
has been advertised as being safer than others of which 
more has to be used for similar effect. The implication 
here is that the smaller absolute dose is less likely to 
cause difficulties. On the other hand, less potent 
barbiturates which require more drug per hypnotic 
dose than the usual 100 mg. have been advertised as 
preferable because a larger than usual amount is re- 
quired for toxic effects. The implication here is that 
difficulties are not so likely to be encountered because 
alarger than usual amount of drug is needed to cause 
toxicity. Obviously, both arguments cannot be correct, 
but what is more important is that both are wrong. Yet 
the fallacies in these cynical claims have escaped many, 
and few are sensitive to the fact that relative potency is 
not nearly so important as relative difference in thera- 
peutic ratio, which will be discussed below. 

Relative potency has more meaning when it implies 
that more can be accomplished with one drug than 
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another, that is to say, when one drug has a higher 
ceiling of action than another. Thus even though both 
drugs have qualitatively similar actions on the heart, 
it is possible to produce effects on the heart with quini- 
dine which cannot be duplicated with any dose of 
quinine. It is the higher ceiling of action of quinidine 
that makes it more useful than quinine in cardiac 
arrhythmias, not the fact that less is required to dupli- 
cate some effects. 


UnTOWARD REACTIONS 


There are two categories of untoward reactions: (1) 
those which can be regularly related to dosage and to a 
large extent anticipated, i.e., toxic reactions, and (2) 
those usually caused by small doses and largely unpre- 
dictable, i.e., allergic reactions. 

Toxic Reactions. It is a characteristic of the clinically 
safer drugs that there is not only a reasonably pre- 
dictable toxic dose but also that, as this is approached, 
there is a range in which such reactions are uncommon 
and, when they do occur, are not serious. Larger 
doses, of course, tend to produce both a higher inci- 
dence of toxic reactions and more intense or serious 
reactions. Finally, there is a dosage range in which 
serious reaction or fatality may be anticipated. 

Often the aim of new additions to a series of related 
drugs is to reduce toxicity by the chemical alteration. 
The ancestry of the drug is highly suggestive of what 
the possibilities are, and until experience proves other- 
wise, knowledge of toxic reactions which have occurred 
with one member should be taken to indicate that such 
a potential resides in new and related members of the 
same group of drugs. For example, Nirvanol, a hydan- 
toinate which was used many years ago in England for 
chorea, was followed so regularly by fever and a skin 
eruption that this reaction, called Nirvanol-sickness, 
was literally a part of treatment and without it thera- 
peutic effects were not anticipated. The reason that 
Nirvanol was discarded and Dilantin, a more recent 
hydantoinate, has continued in clinical use is that the 
differences in structure, though small, significantly 
separate the anticonvulsant and toxic effects. Dilantin 
can usually be employed without untoward effects but 
it is also noteworthy that the change in chemical 
structure did not entirely eliminate the reactions. On 
the other hand, it has been shown that Mesantoin, 
another congener of Nirvanol, produces its pharma- 
cologic effects through biotransformation to Nirvanol. 
It is not surprising, therefore, that they should be 
similar toxicologically as well as therapeutically. 

Unfortunately, statistical expressions of toxicity and 
safety with drugs do not necessarily apply to the 
individual; he may deviate markedly from the average 
patient. For him, only careful observation will supply 
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the necessary safeguard against serious reaction. An 
especially useful characteristic of some drugs, e.g., the 
digitalis glycosides, is the well-timed development of 
minor toxic symptoms; they should never be consid- 
ered, as they are by some, a nuisance. When they 
appear, they serve as a clear warning that further 
administration of the drug to a particular patient may 
end in disaster. On the other hand, drugs like the 
coumarin anticoagulants, which produce few if any 
minor toxic symptoms and whose first reactions are 
relatively serious ones, are treacherous regardless of 
therapeutic ratio because they fail to provide a warning 
that poisoning is developing. 

Allergic Reactions. Allergic reactions may develop 
without warning. Some drugs, however, have earned a 
reputation for a high order of allergenicity, and these 
and new ones of the same series should be treated with 
due consideration for this propensity. 

Too often there is no way of testing for such a poten- 
tial in a particular drug. A history of allergic reaction 
to an older drug in a particular patient is a strong 
suggestion to proceed with caution with related drugs. 
A tainted heredity in drug as well as patient should 
never be ignored. 


Tue Curve or ACTION 


This is the curve of intensity of pharmacologic action 
of a drug described during its development, mainte- 
nance and dissipation. It is of great practical impor- 
tance in the choice and the regimen of drug use; it is a 
capsule account of how long it takes for effects to 
develop and how long they persist. It indicates whether 
a drug may or may not be useful for emergencies or 
maintenance. It provides the information basic to 
dosage scheduling. Its components should therefore 
be examined. Among other things, the development 


of drug action in the body depends on several aspects . 


of absorption: rate, extent and site of administration. 
Rate of Absorption. The rate of absorption determines 
when a sufficient drug becomes available for pharma- 
cologic action at the site of its action. Where immedi- 
ate effects are required, the mode of administration 
must provide for very rapid absorption, or by intra- 
venous injection, circumvent the process of absorption 
entirely. On the other hand, where slow development 
of action is acceptable, the rate of absorption is a 
matter of less importance in the choice of drugs. 
Extent of Absorption. The extent of absorption is 
important in relation to the amount of drug that must 
be administered. The extent of absorption relates to the 
dosage necessary to produce desired effects. Dosage of 
poorly absorbed drug has to be large enough to make 
up for the proportion of the total which will not be 
absorbed. Irregularity in absorption may make dosage 
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uncertain and may even make the use of the drug un. 
safe. Obviously, as in the case of ouabain, a drug which 
is not absorbed from the gastrointestinal tract should 
never be chosen for oral administration. 

Site of Absorption. The site of absorption is important 
in determining the suitability of drugs because: (1) in 
a particular patient it may not be reasonable to expect 
absorption from the site of administration (e.g., oral 
administration in a patient who is vomiting) ; (2) the 
drug may be destroyed at the site of administration 
(e.g., by gastric acid) before appreciable absorption 
can take place; (3) absorption may not develop rapidly 
enough at the site of administration (subcutaneous 
administration in an area of massive edema). 

Intermediary Processes. There are many examples of 
latency in action. Digitoxin may be injected intra- 
venously; yet even though all the drug appears 
immediately in the blood stream, many hours elapse 
before full development of action. Obviously, some 
intermediary process or processes are involved in such 
delayed drug actions; these may include changes in 
the nature of the drug to prepare it for its action, 
cellular penetration, development of secondary reac- 
tions and others. This fact is of practical importance 
because, if unexpected results due to cumulation are 
to be avoided, sufficient time must elapse between one 
dose and another to permit full development of action. 

Elimination. Once a drug appears in the blood 
stream, by whatever means of absorption or from what- 
ever site, processes of elimination begin. Sometimes 
these operate in force almost at once so that, as in the 
case of epinephrine, if a dose is injected intravenously 
slowly, the peak effect may be appreciably lower than 
when the same dose is injected rapidly. Digitoxin, on 
the other hand, is excreted so slowly that elimination 
does not significantly alter the development of the 
curve of action. 

The means by which the effects of drugs are dissi- 
pated are varied and are not known for all drugs. Some 
are destroyed or altered in the body; some are ex- 
creted,.either unaltered or changed in the urine, some 
in the feces, some by expiration. Serious defects in an 
organ of elimination may alter the curve of action by 
delaying elimination. However, significant deviations 
from the usual curve of action for particular drugs are 
usually caused only by far-advanced disease of the 
organ of elimination. 


Tue THERAPEUTIC RATIO 


The amount of a drug which will produce a pharma- 
codynamic effect has special significance in relation 
to the amount of the same drug which will produce 
untoward effects under the same circumstances. 
Whether or not a drug is safe as well as useful depends 
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largely on how well these two categories of drug 
action can be segregated in terms of dosage, that is the 
therapeutic ratio. The therapeutic ratio is a far more 
realistic indicator of drug safety and utility than 
potency or toxicity per se. For the therapist, it weighs 
the effects he seeks against the untoward reactions he 
fears. 

It was pointed out above that in the case of the 
barbiturate drugs the therapeutic ratio is virtually the 
same for all members of this large series. This means 
that more is required of the weaker barbiturates for 
therapeutic effects as for toxic effects. 

Conversely, in the case of the more potent barbitu- 
rates, proportionately smaller amounts are required 
for both toxic and therapeutic effects. There are no 
barbiturates, therefore, which have advantages in 
terms of relative safety. 

Uniformity of the therapeutic ratio in a series of 
congeners applies to some groups but is by no means 
invariable. When chemical changes bring about sig- 
nificant improvements in the therapeutic ratio, they 
provide us with safer new drugs. 

But there are other possibilities in the case of new 
drugs: New facets of action, therapeutic or toxic, 
may appear or the old ones may disappear; the 
therapeutic ratio may fall or remain unchanged; new 
drugs are not necessarily superior to the old and 
they may be worse. 


Dosage 


It is the opinion of outstanding therapists that 
improper dosage with the proper drug is at least as 
common a reason for therapeutic failure as the applica- 
tion of an improper drug. Token effects of drugs are 
useless, whereas enthusiasm as the only governor of 
the dosage regimen leads to disaster. 

Dosage may be insufficient through the physician’s 
timidity or the patient’s tolerance, excessive through 
the physician’s exuberance or the patient’s sensitivity. 
Dosage is an individual matter depending not only on 
the potency and toxicity of the drug, but also on: (1) 
the urgency of the condition, (2) the mode of elimina- 
tion of the drug, (3) the influence of the patient’s 
disease on reactivity and elimination, (4) whether the 
elect desired is to be sustained, intermittent or 
occasional and (5) the physical inconvenience of 
repeated dosing where sustained effects are desired. 
Finally, there is an unpredictable and to a large extent 
am incalculable factor—the patient’s constitutional 
tolerance or sensitivity to the drug—which ‘plays a 
vital role in determining safety as well as dosage for 
him, but which can be estimated only after he is 
exposed to the drug. 
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Tue AVERAGE 


This term is really a misnomer and is not what it 
seems to mean—a mathematic average of all the doses 
given; rather it is the dose given the average patient. 
As it is now used, it usually signifies the probable safe 
dose with which to start in the usual patient. Actually, 
it is a dose calculated to induce a relatively low inci- 
dence of untoward effects in an untested group of 
patients and, burdened by this limitation, a practical 
probability of useful effects. 

The ratio between the two is variable, depending on 
the nature of the drug. True toxic (not including 
allergic) reactions to penicillin occur very rarely, An 
extremely large number of units (25 million in some 
cases) have been given without untoward effect. As a 
result, the average dose of penicillin tends to be gen- 
erous and is likely to be followed by a very high 
incidence of satisfactory results. Another antibiotic, 
streptomycin, may be followed by about 10 to 15 per 
cent of vestibular disturbances. In this case, the aver- 
age dose, with an eye fixed on toxic effects, tends to be 
conservative and, as a consequence, the average dose 
of streptomycin is frequently not so effective as the 
average dose of penicillin. 


DosaGE SCHEDULE 


The dosage schedule is just as important as the 
individual dose because it has the same potential for 
making treatment either ineffectual or excessive. If it 
provides the drug faster than the patient can excrete 
or destroy it, regardless of how small the individual 
dose may be, excessive effects will eventually develop. 
If it supplies the drug so slowly that the patient elimi- 
nates it faster than it is given, the effects will diminish. 
Thus, depending on the need and the way a drug is 
administered, cumulation and failure to cumulate can 
each be deleterious, desirable or disastrous. 


PoreNcy AS A BAsIS OF THE CHOICE OF A DruG 


It has already been stated that potency is not so 
important as biologic potential in terms of what can be 
expected from a drug. What a drug can accomplish is 
obviously more significant than how much, by weight, 
is required. What real difference does it make if one 
can accomplish precisely the same thing with twice as 
much of one drug as another? It is far more important 
that one can do more than the other, regardless of the 
dose needed. 


Principles in Drug Evaluation 


It is a shopworn medical maxim usually blandly 
stated with little thought for its implications that “each 
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new patient is yet another experiment in therapy.” It 
should be so, of course, but rarely is more than lip 
service paid this statement. The clinical experiment 
involves a rigorous discipline, and for proper per- 
formance sometimes demands even more skill, insight, 
knowledge, than the proper laboratory experiment. 
The discussion of the principles of the clinical experi- 
ment which follows may be useful to the practicing 
physician, not so much as a basis for his evaluations of 
new drugs, as for examination of reports on new drugs. 

The program for evaluation of clinical effects of 
drugs must be designed to eliminate or take account 
of all forces other than the drug itself which may 
influence the patient’s response to treatment. This 
involves: (1) external forces, (2) psychic factors, (3) 
the subjects, (4) dosage, (5) controls, (6) the method 
for the collection of data and (7) sensitivity of the 
method used. 


RESOLUTION OF EXTERNAL ForcEs 


The resolution of extraneous forces deals with such 
diverse influences on the state of the patient’s well- 
being as the course of his illness, changes in weather, 
and the turn of world affairs. All may affect the re- 
sponses of a patient to an inquiry regarding his reaction 
to treatment, for all may influence his physical well- 
being as well as his estimate of his sense of well-being. 
Since these influences are chance occurrences, the 
possibility that they may influence results may be 
eliminated through randomization so that these chance 
influences are equally spread throughout the experi- 
ment. 


RESOLUTION OF PsycHic Forczs 


The importance of psychic forces on the course of 
disease has been stressed mercilessly in recent litera- 
ture. The patient’s desire to get well, his response to 
the fact that he is receiving accredited attention and 
reassurance—the so-called placebo effects of treat- 
ment—tend to provide the illusion of effects from 
medication itself and to make it difficult to distinguish 
the difference between the specific effects of the medi- 
cation and the inevitable nonspecific effects of the fact 
of receiving treatment, that is, the placebo effect inher- 
ent in all treatment. Sometimes the distinction can be 
made only after long study, prolonged periods of 
treatment, and large numbers of properly controlled 
comparisons. 

Confronted with reports of good and even dramatic 
results from new drugs, it is well to recall that dra- 
matic cures have been reported after the ministrations 
of modern as well as ancient witch doctors, Christian 
Scientists, naturopaths and a Canadian twist of the 
foot by Dr. Locke. Think also of the regimens that 
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were once espoused by the medical profession \ \,ich, 
like the protein hydrolysates for peptic ulcer, arc now 
somewhere in limbo while the peptic ulcer still awaits 
satisfactory medical treatment. 

Resolution of Uncontrollable Bias. The physician’s 
attitude, as well as the patient’s, is important in shap- 
ing responses to treatment. Both are usually hopeful; 
they desire that the medication do the job. The physi- 
cian wants to do good because that is his function in 
life. His recent experience with such new drugs as the 
antibiotics, cortisone and anticonvulsants has given 
him a realistic basis for an optimistic attitude toward 
new medication. The patient is usually hopeful for 
more selfish but nonetheless persuasive reasons. On the 
other hand, there are patients who for reasons of their 
own want to suffer, to remain invalids, to receive 
special attention. This attitude may induce negative 
responses to medication. 

Regardless of how much he tries, if the physician 
knows what he is prescribing, in one way or another he 
will communicate his feelings about the medication to 
the patient. If he has deep concern over the untoward 
possibilities of the new and poorly understood medi- 
cation he is using, he will communicate this to the pa- 
tient; if he is bursting with enthusiasm, he will commu- 
nicate this attitude. It has been shown that knowledge 
of participation in an experiment also distorts patient 
response; subjects who know they are being observed 
often tend to be tolerant to discomforts. 

How to deal with bias is one of the great problems in 
drug evaluation. It would appear to be a practical 
impossibility for the practicing physician, because he 
must know what he is giving his patients. In the clini- 
cal evaluations of drugs, however, ignorance of me- 
dicament provides a useful way of eliminating bias, for 
getting at the truth. For what a physician does not 
know he cannot communicate to his patient nor use to 
alter his observations. A well-recognized procedure is 
to make placebo and medication identical in appear- 
ance, to use both, and to keep physician and patient 
ignorant of what is in use at the time it is prescribed 
and when the patient is being questioned as well as 
when the data are being analysed. This has been aptly 
called the double-blind procedure. 

The Double-Blind and the All-Blind. Much has been 
written in recent years about the double-blind tech- 
nique. It is my stand that while the technique must 
be applied wherever possible, hence in virtually all 
instances of drug evaluations in man, the blindness 
must begin and end at the proper time, and that 
double-blindness does not insure valid results in 
otherwise poorly designed studies, and in general, 
that it is no cure for myopia or astigmatism in drug 
evaluation. 
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Double-blindness is nothing more than one device 
inthe methodology of studying drugs in man; it is not 
acomplete method in its own right. This is an impor- 
tant practical matter, for the application of the double- 
blind technique has been used to whitewash otherwise 
seriously deficient methods of drug evaluation. It is 
mentioned in the titles of papers as if its use proved 
the validity of the conclusions. Nothing could be 
further from the truth. It merely ensures the removal 
of bias in shaping responses ; in no way does it guaran- 
tee that the data so accumulated are otherwise un- 
tainted. 


APPROPRIATE SUBJECTS 


The argument that the patient for whom the medica- 
tion is intended is the best subject for its evaluation 
seams to be a truism. Yet there are situations in which 
he might make the worst subject for drug evaluation. 
For example, the very suggestive patient with anxiety 
symptoms may react with such wide swings to both 
placebo and treatment as to make it utterly impossible 
to demonstrate differences between mild sedative 
actions and placebo actions. On the other hand, 
because of the highly specific nature of the drug action 
which relieves it without producing serious central 
depression, the influence of drugs on myalgia can only 
be studied in patients who experience it spontane- 
ously, 

Highly suggestive, very labile and very phlegmatic 
patients—patients who have such high regard for the 
physician that they try to show their appreciation for 
his efforts by responding positively to all he does—and 
conversely those who feel that only by overstating 
their case will they get full value from their physicians 
—make poor subjects. The proper subject for an 
evaluation varies with the type of drug-effect under 
examination, the nature of the dysfunction to be influ- 
enced by the drug, and the sensitivity of the method 
necessary to demonstrate a drug action in man. 


APPROPRIATE DOSAGE 


If dosage is too low, regardless of the pharmacologic 
actions of a drug, clinical evaluation in man will reveal 
no difference between the drug and placebo; dosage 
so high as to produce undesirable effects may obscure 
therapeutic merit and discourage further examination 
of the drug. A body of previous experience with the 
drugs as well as its congeners, often in the form of a 
pilot study, must be used as a basis for ensuring use 
of the best dose or series of doses. 


APPROPRIATE CONTROLS 


No experiment in any discipline can be pursued 
without controls. As a matter of fact, even experiments 
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which the experimenters themselves presume are with- 
out controls are, nevertheless, controlled. The control 
is a basis for comparison; thus there is a control 
implicit in every judgment on a drug. The only impor- 
tant question about the control is, therefore, not 
whether a control was used, but whether it was a sound 
basis for the comparison. 

In the animal, littermates provide the classic con- 
trols so that sex, age, weight, as well as constitutional 
features, are identical in treated and control animals. 
All that is required is the proper purchase order to get 
quantity as well as quality in control. This is not the 
case in the clinical experiment. The identical twin who 
serves as a control for his brother is a once-in-a-life- 
time coincidence. If alternate cases are used for con- 
trol, the treated patient may be a young, thin bachelor 
and the alternate patient an obese, elderly woman who 
has borne a dozen offspring. They may come from 
different economic and cultural environments. The 
influence of these differences on the effects seen and 
reported after treatment may be enormous. Satisfactory 
matches for control purposes are rarely available and 
only large numbers suffice as a substitute. The subject 
may serve as his own control by alternating periods of 
treatment with periods of placebo medication. But this 
procedure must be carefully scrutinized, because the 
patient’s illness may change during the study so as to 
shape the results. 

Where a large number of patients are available, 
alternate §ases are likely to equalize the effects of 
extraneous influences and may, therefore, be used for 
control. Where patients are few, the only recourse is to 
have each patient serve as his own control through the 
use of both drug and placebo in each case. With 
randomization of medications and a sufficient number 
of trials in each patient, it is often possible to rule out 
progression of disease as an influence in the total 
patient response. 

For experimental use, no control is more precarious 
than the so-called “historic” control, i.e.,a recollection 
of previous experience. Yet in the case of exceedingly 
rare diseases, this may be the only control possible. It 
is also the basis for the physician’s own method of 
accumulating experiential knowledge. 


COLLECTION OF THE DATA 


The collection of data is a critical matter in all 
scientific investigations. In some medical studies, 
observations can be made by objective clinical findings, 
x-ray, electrocardiogram, changes in temperature, 
weight and other means. When they reflect the action 
of drugs, such data simplify the problems in drug 
evaluation. Unfortunately, not all drug effects can be 
measured directly. Many drug reactions can only be 
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expressed in terms of subjective responses of patients. 
In the evaluation of drugs influencing the pain experi- 
ence, for example, the patient is the only observer of 
the effectiveness of the treatment. There are many 
other areas of drug evaluation in which the patient’s 
subjective experiences must be used as the basis for 
measuring the differences between the actions of 
drugs. These are not so easily reduced to objective 
data, because the patient is asked to recount his 
experiences, evaluate them, eliminate extraneous 
forces, and wipe out his bias and his desire to get 
better or worse. He is asked to obliterate the total 
effect of all these influences from the effects of the 
medication itself. There are few scientific investigations 
in which so critical a part as the collection, storage and 
interpretation of observations is left in the hands of an 
interested, biased and untrained assistant—in this 
case, the subject himself. 

Responses to treatment should be collected immedi- 
ately after the experience. Unfortunately this is not 
always possible. Yet, if the subject has to wait before 
reporting, matters may be further confused, because 
he cannot help having his recollections colored by 
more recent events. The most accurate data are those 
accumulated by an on-the-spot observer. 


SENSITIVITY OF METHOD 


Devices for measurement must always be examined 
to make certain they have the requisite ability to 
discriminate. The efficacy of a method of drug evalua- 
tion, in distinguishing positive from negative or indif- 
ferent responses, must be demonstrated. This can be 
established by demonstrating positive responses with 
drugs of known activity. Sensitivity to distinguish 
graded effects can be shown by the increments in 
dosage which the method can differentiate. 

Statistical Significance. Often one reads that a differ- 
ence was found but it was not provec! to be significant, 
or that there was a trend which was not significant. 
This is an unworthy way of approaching data. Only 
significant data have merit and nonsignificant data 
may not be used to suggest a possibility. If a difference 
is not significant, it is not a real difference and regard- 
less of qualification should not be stated as one. Yet 
help is needed to determine what is and what is not a 
significant difference. 

Due to great variability in disease expression, to 
individual differences, and to influences of extraneous 
forces, the proof of the conclusions in drug evaluation 
often must rest on a statistical demonstration. Statisti- 
cal analysis, however, does not examine the data; it 
merely examines differences indicated by the data. 
Statistical prognostication is based on the assumption 
that the data used were worthy of collection. It must 
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be emphasized, therefore, that regardless of statistical 
considerations, in all other aspects the design of the 
method must also be such that it ensures the quality 
of the data. Without the latter, the statistical analysis 
may well provide statistically significant but nonethe- 
less erroneous conclusions. 


Interpretation of the Data 


It is convenient to consider the design of a study for 
clinical evaluation in terms of a balance used to weigh 
the evidence for or against a particular effect of a drug, 
as compared with chance occurrence. Which way the 
balance swings, i.e., whether drug action is favored or 
not, depends of course on the relative weight of the 
evidence. Whether the swing is meaningful or mislead- 
ing, depends on whether the weight which swings it is 
due to a specific action of the drug or to any of a myriad 
of forces which influence man’s behavior and his 
mental, physical and visceral activity. When such a 
model is used, one way to prevent swings of the bal- 
ance by factors other than the intrinsic pharmaco- 
dynamic action of the drug itself is to accept and 
spread their influence equally on both sides of the 
balance, thereby causing no disturbance in balance by 
their weight. This is precisely what is attempted by the 
control devices of double-blindness and randomiza- 
tion; they merely prevent chance and erroneous 
swings of the balance. 

Consider, however, that such a balance is not empty, 
merely in balance; both sides are equally weighted 
with placebo action, bias and the influence of diverse 
extraneous factors, such as weather, political events, 
family stresses and a number of other vagaries of 
human experience. These influences are not removed 
as interferences; they are merely spread equally by the 
process of randomization and by the control of double- 
blindness. The balance is thereby deadweighted witha 
large amount of material which is immaterial to the 
specific problem at hand. Such procedure makes the 
balance less sensitive—just as an analytic balance, 
sensitive to a fraction of a milligram under usual con- 
ditions—is no longer swung out of balance by milli- 
grams when deadweighted with several kilograms on 
each pan. 

Ultimately the sensitivity of a method of clinical 
evaluation is reduced by the weight of the nonessential 
interfering forces which are treated by equalizing 
rather than eliminating them; the greater the former 
with respect to the latter, the more sensitive the 
method, and vice versa, when the latter becomes rela- 
tively heavier, the method becomes proportionately 
less sensitive. Sometimes deadweighting the balance 0 
grossly desensitizes the balance that it loses its compe- 


GP Volume XX, Number! 


ten 
He 
7 
on 
tio 
of 
val 
bus 
tun 
or. 
lite 
of 
the 
able 
the 
cont 
pub 
| 
| 
| 
| 
| 
| 
| 


tence, for it indicates no differences whenever it is 
ysed to weigh what it is no longer competent to detect. 
Hence it provides erroneous negative answers despite 
the use of randomization and the double-blind tech- 
nique which merely prevent false-positive but not false- 
negative answers. 


How to Select the Best Drug 


The physician must listen to unbiased voices as well 
as try to make substantial estimates of drug utility 
on his own. Many fine, original, even classic observa- 
tions have been made by the physician in the conduct 
of his regular practice. Although they are of great 
value, today they cannot cover enough ground. The 
busy practitioner rarely has the time or the oppor- 
tunity to conduct the rigorous experiment in his office 
or at the bedside and usually has to depend on the 
recommendations of the experts he can trust. The best 
source of such unbiased expert opinion is the medical 
literature. 

In the literature, the early papers on new drugs tend 
to give little comparative information, that is, in terms 
of superiority of particular drugs over others used in 
the same field. It sometimes happens that toxic pro- 
pensities of a drug come to light only after consider- 
able clinical experience. The physician has to wait for 
the review article which usually is the best source of 
comparative information. Since there is a considerable 
delay between the introduction of drugs and the 
publication of the review article, the physician is 
regularly faced with the problem of considering a new 
drug about which he can get little definitive informa- 


tion. How is he to come to a decision when the need is 
immediate ? 

It is always possible to find out from the drug manu- 
facturer what the medicament really is, the chemical 
structure, and the pharmacologic group to which it 
belongs. Experiences with older drugs in the same 
group may be helpful. There is likely to be a satis- 
factory literature on these related compounds which 
will provide information for prognostication. Although 
the intent with new drugs is to eliminate or reduce 
the defects of the older relations, genealogic studies of 
the older drugs usually have an important bearing on 
the new; the new are often inferior or not superior to 
the old. 

A new drug is never introduced on the American 
drug market without some publication in medical 
journals of studies of its pharmacologic properties, for 
without it the government does not permit its sale. 
While the drug manufacturer is unlikely to offer any 
unfavorable reports, if from nowhere else, this reference 
may be obtained from him. Information on some of the 
parameters of drug action is likely to be found here. 
-The ability of the parameters of action, as well as the 
pharmacologic actions themselves to suit the thera- 
peutic needs, and the characteristics of dosage form 
the basis of the choice of a drug, the basis for trying a 
new drug in preference to continuing with the old. 

Do not use a new drug in combination with other 
drugs; no plan of investigation is more certain to 
obscure the merits or disadvantages of the new drugs. 


A coupon for ordering an extensive bibliography accompanying 
this article may be found adjacent to or near the Index to Advertisers. 
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The Incompetent Cervix 


EasTERDAY AND REID CALL attention to those obstetric 
patients who repeatedly terminate their pregnancies 
between the sixteenth and thirty-second weeks and in 
whom there is an observable anatomic defect of the 
uterine cervix. When seen in the pregnant state, these 
patients have a dilated cervix and the membranes are 
plainly visible on speculum examination. When the 
history is suggestive, a diagnosis can be made between 
pregnancies by means of special x-ray techniques. 

The authors record their experiences in the surgical 
treatment of 18 cases of cervical incompetence during 
pregnancy. The treatment is intended to provide a 
supporting constriction ring about the cervix at its 
junction with the lower uterine segment. This is ac- 
complished by means of special ligatures, which can be 
easily removed at a convenient time near term and be- 
fore the onset of labor. The ligatures can be reinserted 
in a subsequent pregnancy. 

Among the 18 patients. who underwent the operation, 
there had been 75 previous pregnancies with ten sur- 
viving children—a salvage rate of 13 per cent. These 
same women had a 77 per cent fetal salvage rate for 
the pregnancies in which the operation for incompetent 
cervix was performed. (New England J. Med., 260:687, 
1959.) 


Optic Neuropathy in Pernicious Anemia 


PERNICIOUS ANEMIA is characterized by disordered func- 
tion in three systems of the body—the gastrointestinal, 
the hemopoietic and the neurologic. It is now well 
known that symptoms of neurologic involvement may 
progress while symptoms of gastrointestinal and hemo- 
poietic involvement improve in pernicious anemia pa- 
tients who receive folic acid, vitamin capsules contain- 
ing folic acid, or suboptimal doses of vitamin By». 
Hamilton, Ellis and Sheets serve a timely reminder 
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Tips from Other Journals 


that one of the manifestations to be considered in the 
category of a neurologic deficit of pernicious anemia 
is optic atrophy. Because of its very rarity, failing vi- 
sion may not be attributed to the pernicious anemia, 
and an opportunity for curative therapy therefore might 
be lost. 

The authors report the case of a 47-year-old man in 
whom failing vision was found to be due to early optic 
atrophy. The patient’s personal history and family his- 
tory were suggestive of pernicious anemia, and that 
diagnosis was substantiated by appropriate laboratory 
tests. Treatment with adequate doses of vitamin By 
was followed by complete restoration of vision. 

In a search of the literature, the authors were able to 
find 28 cases with both pernicious anemia and optic 
neuropathy. There were 16 other cases with that com- 
bination, but with inadequate information to substanti- 
ate the diagnosis. The total experience indicates that 
it is inadvisable to treat a person with optic atrophy 
of “unknown” etiology with folic acid without first 
excluding pernicious anemia as a cause. (Blood, 14: 
378, 1959.) 


Diagnosis of Minimal Tuberculosis 


PARADOXICALLY ENOUGH the diagnosis of minimal ac- 
tive tuberculosis is becoming increasingly more difh- 
cult because of medical advances, according to Gray 
and Spencer. This has occurred because of the large 
number of small asymptomatic lesions, which are de- 
tected by mass roentgenographic surveys. In addition, 
the fungus diseases of the lungs, notably histoplasmo- 
sis and coccidioidomycosis, are common and both can 
produce radiographic changes identical with those 
produced by Mycobacterium tuberculosis. More re- 
cently, knowledge of the atypical Mycobacteria has 
reached the point at which not even a report of pos 
tive sputum smear can be accepted as conclusive ev 
dence that the patient has tuberculosis. 
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The authors reviewed 166 cases of minimal active 
tuberculosis among naval and marine corps personnel 
oer a three-year period. Seventy-two (43.4 per cent) 
of the cases were bacteriologically positive. Examina- 
tion of excised tissue in 22 cases subjected to resec- 
tional surgery failed to add to or to confirm the clinical 
diagnosis in seven instances. By all methods of exami- 
sation employed, only 81 (48.8 per cent) of the 166 pa- 
tients with minimal tuberculosis were shedding enough 
tubercle bacilli to be demonstrated by the methods em- 
ployed. 

Conversion of an individual’s Mantoux reaction may 
be accepted as evidence that he has become infected 
with Mycobacterium tuberculosis at the time of a nega- 
tive reaction. A search of the records of 85 bacterio- 
logically negative cases showed evidence of such con- 
version in 37. Thus, in 118 cases (71.1 per cent) was 
the diagnosis of minimal active tuberculosis established 
upon the basis of direct evidence. In the 48 cases (28.9 
per cent) in which neither bacteriologic proof nor con- 
version of the Mantoux reaction could be demonstrated, 
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an in § the diagnosis of minimal active tuberculosis was made 

optic f on the basis of clinical judgment. 

y his- § +The authors conclude that case-finding by means of 
that § roentgenographic examination of the chest has far 

atory f outstripped the ability of the microbiologist to provide 

1 By fan explanation for the observed phenomena. In these 

circumstances the clinician is often unhappily forced to 

ale to make a diagnosis of tuberculosis on the basis of incom- 

optic plete evidence. (Dis. of Chest, 35:266, 1959.) 

com- 

‘anti- 

Bronchogenic Carcinoma 

ophy § Ix 351 histologically proved cases of bronchogenic 
first § carcinoma, Collins considered the relation of the cell 

, 14: fl type to prognosis (see diagram at the right). 

Squamous cell carcinoma was located principally in 
the lobar bronchus, was found to be the least extensive 
inspread, and to offer the best operability, resectability 
and cure rates. 

il ac- Small cell carcinoma was located principally in the 
difi- | main-stem bronchus and was most extensive in spread. 
Gray § This type had the lower operability and resectability 
large f rates, and there were no cures. 

e de- The other two types, adenocarcinoma and large-cell 
ition. carcinoma, had approximately the same operability, 
smo- § resectability and cure rates. The adenocarcinoma was 
h can § found principally in a peripheral location and had a 
those § tendency to invade the pleura and the chest wall. The 
e re-§f large-cell carcinomas were located principally in the 
» has lobar bronchi. 

pos § The location of the tumor and its rate of spread are 
evi- 


apparently related to the cell type. (Arch. Surg., 77: 
925, 1958.) 
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Anuria Due to Bismuth 


O’BrIEN REPORTS the case of a 21-month-old girl who 
was treated with intramuscular sodium bismuth thio- 
glycollate for a pharyngitis with ulceration of the 
mouth. She became anuric 26 hours later, and even- 
tually recovered after a stormy course. 

The author reviews the use of bismuth salts for the 
treatment of oral and pharyngeal infection, and em- 
phasizes their questionable therapeutic value in her- 
petic lesions, as well as the considerable danger of 
nephrotoxicity. (Am. J. Dis. Children, 97:384, 1959.) 


Liver Function in Sickle-Cell Anemia 


THE OCCURRENCE of hepatic enlargement in 40 per cent 
of children with sickle-cell disease correlates poorly 
with the usual findings of normal liver function tests. 
Ferguson and Scott have studied a group of 21 chil- 
dren from this point of view. About half of the group 
had palpable livers. Histologic study of both biopsy 
and autopsy material revealed liver sinusoids plugged 
with sickled red cells, centrilobular necrosis, hemo- 
siderosis and periportal fibrosis. These changes were 
considered to be the result of mechanical blockage of 
the liver vasculature and breakdown of the trapped 
sickle cells. . 

A battery of liver function tests revealed wide varia- 


DISTRIBUTION BY CELL TYPE OF 351 CASES 
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tion in the group without a consistent pattern. Aside 
from elevated serum bilirubins, other abnormalities in- 
cluded elevations of the beta or gamma globulin con- 
centration, slight elevation of the venous blood am- 
monia concentration, and variable abnormalities of the 
flocculation tests. Urinary amino acids were essen- 
tially normal. The authors note that liver function 
tests become increasingly deranged as the subject 
grows older. 

The study yielded impressive evidence of his- 
tologic liver damage in sickle-cell anemia, ranging from 
congested sinusoids to portal cirrhosis. A battery of 
liver tests is needed, however, to detect functional 
abnormalities. (Am. J. Dis. Children, 97:418, 1959.) 


Arterial Bypass Below the Knee 


RESTORATION OF PULSATILE blood flow in the lower leg 
is the objective of surgical treatment for segmental 
occlusive disease of the femoral artery. Morris and his 
associates report that this objective has been reached 
in 86 per cent of 317 patients treated by the bypass 
graft technique. 

The proximal popliteal artery is usually suitable for 
distal bypass anastomosis. Satisfactory exposure of 
the proximal popliteal artery can be accomplished 
through a medial thigh incision in conjunction with 
a femoral incision. If it is necessary to use the distal 
popliteal artery, this may be easily approached through 
an anteromedial incision below the knee. This inci- 
sion may be made with the patient supine. 

The satisfactory path for the bypass tube from 
the common femoral artery to thie popliteal artery 
is through Hunter’s canal into the popliteal space 
and behind the popliteus muscle. (Surg., Gynec. & 
Obst., 108:321, 1959.) 


Circulation in Normal Tendons and Healing Grafts 


PEACOCK HAS UTILIZED mongrel dogs to study the 
circulation in normal tendons and healing grafts. 
The results led to conclusions about these processes 
that are helpful in the management of tendon injuries. 

The author found that the blood vessels entering 
the long tendons from the muscular origin and peri- 
osteal insertion are able to nourish only the proximal 
and distal thirds of the tendon. The intrinsic vessels 
in the long tendons are not capable of nourishing 
the central third by anastomosis with vessels entering 
from either end. 

Circulation to the central third of long tendons is 
by intermediate segmental vessels entering through a 
disorganized paratendon or a definite volar mesentery. 
In free grafts, this portion of the circulation is re- 
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’ with those of other reported cases, suggest the follow- 


stored through postoperative adhesions. Permanent 
disruption of the central blood vessels to normal 
tendon or mechanical prevention of postoperative 
adhesions around free grafts causes cellular death 
and eventual disintegration of collagen bundles. 

On the basis of vascular studies a further search 
for some material to wrap around tendon grafts does 
not appear likely to be rewarding, as the development 
of postoperative adhesions seems to bea normal process 
of wound healing necessary for the restoration of ade. 
quate blood supply to the graft. Successful shielding 
of the graft by mechanical barrier produced central 
necrosis and failure of healing in the experiments, 
(Ann. Surg., 149:415, 1959.) 


The Treatment of Fungal Infections 


THE CURRENT status of Amphotericin B in the treatment 
of systemic mycoses is discussed by Newcomer and his 
colleagues. The drug is derived from a species of 
Streptomyces obtained in Venezuela. A wide range of 
antifungal activity and low toxicity in laboratory ani- 
mals has aroused widespread interest in its applica- 
bility to clinical disease. It is poorly absorbed from the 
gastrointestinal tract and is locally injurious when 
given intramuscularly. Intravenous administration, 
therefore, is currently the route of choice. 

The authors have treated a total of 22 patients with 
various systemic mycoses. Their results, combined 


ing conclusions. 

Coccidioidomycosis, including meningeal and bone 
involvement, frequently exhibits a dramatic response 
to Amphotericin, with healing of draining sinuses, cu- 
taneous lesions and improvement of spinal fluid ab- 
normalities. Cryptococcosis, particularly the menin- 
geal form, improves with Amphotericin in roughly 
half of the cases, but relapse is not uncommon. A few 
cases of North American blastomycosis have been 
treated, with excellent response of cutaneous and soft 
tissue lesions. The response of histoplasmosis in vati- 
ous stages has been quite variable, occasionally grati- 
fying. One case of chromoblastomycosis responded 
promptly. One case of mycetoma showed no response. 

Toxic manifestations of Amphotericin B treatment 
include azotemia, anemia, thrombophlebitis at the site 
of the infusion, and a variety of subjective complaints. 
All are reversible. 

The authors conclude that Amphotericin B is the 
most promising agent available for treatment of the 
systemic mycoses. Prolonged treatment is often neces: 
sary, with an adequate follow-up before hopes for 2 
permanent cure are warranted. (J. Chron. Dis., 9:353, 
1959.) 
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with Mushroom Poisoning ment. Then it is that the highly fatal hyaline mem- 
bined brane disease makes its appearance. 
sllow- @ AFTER AN EXPERIENCE with three cases in which children Redman advocates that susceptible newborn in- 
had accidentally ingested poisonous mushrooms, fants (particularly premature infants) be placed in a 
bone § Evers was led to review the subject of mushroom _ position immediately after birth so that the body is at an 
Donse poisoning. Fortunately, the outcome was entirely fav- _ inclination of 10 to 20 degrees with the horizontal, the 
s, cu- § table in the three youngsters of his report. head of the infant thereby being elevated. From his own 
d » There are more than 2,000 varieties of mushrooms —_ experience, Redman is convinced that such position- 
enin- § 2 the United States alone, and about 80 of them are __ ing of the newborn infant has significantly reduced the 
ughly J Considered poisonous. Identification of the poisonous _ incidence of hyaline membrane disease. (Southwestern 
A few § forms is the work of an expert. Two varieties account = Med., Feb., 1959.) 
been § for more than 95 per cent of poisoning cases— Amanita 
d soft § phalloides and Amanita muscaria. The facts about 
yari- these mushrooms are shown in the above table. (Clin. the 
grati- Proc. Children’s Hosp., 15:66, 1959.) HELLMAN AND HIS COLLEAGUES have treated a group of 
ynded 15 nephrotic children with a new synthetic steroid, 
onse. I Hyaline Membrane Disease triamcinolone. The patients ranged in age from 1 to 9 
tment years, and the duration of the nephrotic syndrome 
site Repman provipes the provocative thought that hyaline varied from 0.5 to 36 months. All but two patients had a 
aints. | ™embrane disease of the newborn may be iatrogenic —_ normal BUN. 
to a considerable extent. He blames the policy that A course of treatment consisted of 20 mg. of tri- 
is the bas dictated placing the newborn—especially the new- _ amcinolone daily in five divided doses until blood and 
f the § born premature infant—in a head-down position, urine were normal. If no response to therapy occurred, 
reces- F Stensibly for “postural drainage.” As he views the treatment was stopped after six weeks. 
for a § Situation, the lungs of the newborn are imperfectly Of the 15 patients treated, ten had complete remis- 
):353, aerated. The head-down position compromises ven- sion. The response was more favorable in those chil- 


tilation and prevents adaptation to the new environ- dren with a shorter duration of their nephrotic syn- 
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drome. The courses of treatment in the series ranged 
from 30 to 45 days. Relapses were frequent in the 
first few months following complete remission. 

The authors conclude that the results with tri- 
amcinolone compare favorably with those from other 
steroids. Side effects were minimal. They emphasize 
the importance of a long-term view of nephrotic chil- 
dren. Initial response to any form of treatment does 
not insure a normal life expectancy or freedom from 


relapse. (Pediatrics, 23:686, 1959.) 


X-ray Changes in Acute Pancreatitis 


STEIN AND HIS COLLEAGUES discuss the various x-ray 
changes that may be of diagnostic value in acute 
pancreatitis. These changes can be outlined as follows. 

1. Abnormally distended, air-containing small in- 
testinal loops were frequently seen in the left midab- 
domen, occasionally crossing the midline to the right. 
A diameter of more than 3 cm. in these distended 
loops was considered as an important sign of acute 
pancreatitis. 

2. Pancreatic calcification was present infrequently 
(17 per cent), but was important in the diagnosis when 
present. 

3. Elevation of the right diaphragm and _platelike 
atelectasis at the lung bases were seen in about 40 per 
cent. Pleural effusion is a rare finding. 

4. An enlarged papilla of Vater was seen during 
barium study in 20 per cent. Rapid transit time of the 
barium meal was common. 

In correlating radiographic diagnoses with clinical 
diagnoses in acute pancreatitis, the most helpful find- 
ing in this series was the presence of abnormally dis- 
tended small intestinal loops in the left side of the 
abdomen. (Gastroenterology, 36:354, 1959.) 


Glycosuria in Lead Poisoning 


LEAD POISONING is an important problem in most 
children’s medical centers. Glycosuria has frequently 
been reported in children with this disorder. Roxburgh 
and Haas report three cases in which glycosuria with a 
normal blood sugar level led to the correct diagnosis 
of lead poisoning. The sources of the lead included 
paint chewed off window sills, and colored crayons 
(yellow and orange). 

The glycosuria probably results from renal tubular 
damage, inasmuch as it occurs with normal blood 
sugars. Added evidence comes from the aminoaciduria 
seen in lead poisoning, suggesting that proximal 
tubular reabsorption of both glucose and amino acids 
is impaired by lead and certain other metals. Mercury, 
copper and iron have been implicated. 
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The phenomenon of glycosuria in lead poisoning js 
apparently limited to children, and serves as a valuable 
diagnostic clue when present. Prolonged treatment 
with calcium disodium versenate is associated with 
depletion of lead from the body, and return of kidney 
function to normal. (Arch. Dis. Childhood, 34:70, 1959) 


Coagulation Defects of Liver Disease 


FINKBINER AND HIS ASSOCIATES attempted to determine 
the nature and degree of the coagulation defects of 
liver disease, and the response of these defects to 
transfusion. Coagulation studies were performed in 
21 patients with liver disease, one patient with ob- 
structive jaundice, and three patients with extra- 
hepatic portal hypertension. The coagulation defects 
were multiple, but chiefly involved platelets and accel- 
erator globulin. To a lesser degree, there were ab- 
normalities in prothrombin, proconvertin, plasma 
thromboplastin antecedent, and possibly other un- 
identified serum and plasma thromboplastic factors. 
The degree of impairment roughly paralleled the 
severity of liver disease. 

The prothrombin time was found to be the best 
screening test available for the evaluation of the plasma 
coagulation mechanisms in these patients. Severe 
plasma coagulation abnormalities were corrected par- 
tially for 24 to 48 hours with a combination of fresh 
and stored blood. The advantage of fresh blood ap- 
peared to be due to its accelerator globulin and the via- 
bility of the platelets. (Am. J. Med., 26:199, 1959.) 


Anabolic Effect of Norethandrolone 


ALTHOUGH ANABOLIC AGENTS are potentially useful in 
clinical medicine, the compounds heretofore available 
either have been ineffective or have had undesirable 
side effects that preclude their prolonged use, accord- 
ing to Watson and his associates. The anabolic effects 
of testosterone and its ability to increase appetite, 
produce weight gain and induce a feeling of well- 
being are well known. However, its androgenic action 
limits its clinical usefulness, particularly in females 
and children. 

Animal experiments with norethandrolone (Nilevar) 
have shown an anabolic effect equal to testosterone 
but an androgenic effect of only one-sixteenth of 
testosterone. The authors studied the anabolic clinical 
effects of this new steroid in 54 chronically under- 
weight persons over a 12-week period. The double- 
blind technique was employed in the evaluation. Sig- 
nificant weight gain occurred in the groups receiving 
norethandrolone, but did not occur in the group 
receiving a placebo. 
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The gain in weight resulting from this product was 
due to an increase in appetite, as well as to the previ- 
ously reported specific anabolic effect. Of considerable 
importance was the fact that most subjects maintained 
their weight gains for at least six months after nore- 
thandrolone had been discontinued, and a few sub- 
jects even continued to gain weight. The principal 
undesirable effects were seen in females, and con- 
sisted of amenorrhea, menorrhagia and acne, all of 
which were reversed by lowering the dosage or stopping 
the drug. (Am. J. Med., 26:238, 1959.) 


Vancomycin in Staphylococcal Infections 


WHSON REPORTS HIS EXPERIENCE with the use of van- 
comycin in seven patients with infection due to 
Staphylococcus aureus. In all instances, the organism 
was sensitive to vancomycin. The indications for using 
the drug were either failure of other antibiotics or 
severe staphylococcal infection. 

The results indicate that vancomycin is an effective 
agent in the treatment of cases of staphylococcus infec- 
tion, even when the organism is known to be resistant 
to other antibiotics. 

Phiebitis occurred in two patients. One patient re- 
ceived vancomycin intravenously followed by the use 
of this antibiotic intramuscularly. However, the use of 
vancomycin intramuscularly provoked considerable 
irritation and the appearance of nodules at the site of 
injection. For this reason, the author does not recom- 
mend the intramuscular route of administration. 

Deafness was not encountered after use of vancomy- 
cin. (Antibiot. Med. ¢> Clin Therapy, 6:167, 1959.) 


Atrial Tachycardia Due to Digitalis Intoxication 


Durinc 1957, Lown, Marcus and Levine observed 32 
episodes of paroxysmal atrial tachycardia with block in 
23 patients. The great majority of the attacks were due 
to digitalis intoxication (see diagram at the right). Most 
of the patients were in an advanced stage of congestive 
heart failure and had been on rigid sodium restriction. 
Usually there were other evidences of digitalis in- 
toxication. Contributing factors included overdosage 
of digitalis, diuresis induced by mercurials, and sensi- 
tivity to digitalis. 

The authors emphasize the importance of recog- 
nizing the association of this arrhythmia with digitalis. 
In order to confirm the fact of the association, potas- 
sium can be administered. This agent has a_ rather 
specific beneficial effect upon atrial arrhythmias that 
are due to digitalis overdosage, although it does not 
affect similar arrhythmias due to other causes. (New 


England J. Med., 260:301, 1959.) 
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Hormone Therapy of Rheumatic Carditis 


Wuson anp LIM ARE CONVINCED that early, adequate 
hormone therapy is essential in the treatment of active 
rheumatic carditis if residual cardiac damage is to be 
prevented or minimized. Their conviction is based upon 
an earlier experience with the effect of short-term 
steroid hormone therapy in 55 patient attacks of active 
carditis—attacks of relatively recent onset—and upon 
a more recent experience with similar treatment of 53 
patient attacks of active carditis, which had had its 
onset at variable periods up to four months before 
the initiation of hormone therapy. 

The authors believe that long-term hormone therapy 
is not required. Their good results with treatment 
limited to one week (occasionally two weeks) suggest 
that the treatment actually terminates rather than 
suppresses the attack of carditis. 

The authors have used a variety of steroid hormones 
with equal success providing that doses were adequate. 
As a measure of adequacy of dosage, they rely upon 
the total eosinophil count. Thus, the hormone is ad- 
ministered every six hours and the daily amount of 
steroids given is guided by the circulating-eosinophil 
response each morning, four hours after the last dose of 
medication. When the eosinophil count is above 10 
per cubic mm., therapy is considered to be inadequate, 
and the dosage is adjusted upward. 

The authors have not used “controls” in their assay 


During a period of one year, 32 epi- 
sodes of atrial tachycardia with block 
were observed. The cause was digitalis 
intoxication in 75 per cent. 
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of the effects of steroid therapy. They contend, rightly 
it would seem, that previous studies of the natural 
course of untreated rheumatic carditis afford sufficient 
proof that steroid therapy does indeed have a specific 
effect in halting the course of the disease. (New Eng- 
land J. Med., 260:802, 1959.) 


Pulmonary Schistosomiasis 


FARID AND HIS ASSOCIATES report their experience with 
15 patients having chronic pulmonary schistosomiasis. 
Chronic pulmonary schistosomiasis is a disease mainly 
affecting the pulmonary vascular tree. 

The Schistosoma ova reach the pulmonary circula- 
tion from the veins of the bladder and intestines via 
the internal iliac veins and the portocaval anastomosis 
respectively. On reaching the pulmonary circulation 
as emboli, the ova obstruct the pulmonary arterioles. 
The egg makes its way through the intima, media and 
adventitia of the arteriole and comes to lie immediately 
outside the arteriolar wall. There it initiates a tissue 
reaction that ultimately results in the formation of a 
granuloma. 

The vascular lesions result from passage of ova 
through the arteriolar walls with resultant inflamma- 
tion and necrosis. Resolution and healing of this in- 
flammatory process leads to narrowing, thickening and 
partial or complete occlusion of the pulmonary ar- 
teriole. When such vascular lesions become widespread, 
a diffuse endarteritis obliterans results. A definite re- 
striction in the capacity of the pulmonary vascular bed 
occurs, and as a consequence, the pulmonary pressure 
rises. The pulmonary artery dilates and may reach 
aneurysmal size. The right ventricle of the heart may 
fail following dilatation and hypertrophy. 

The parenchymatous lesions are the extravascular 
granulomas. These lie in close relationship to the 
bronchioles and alveolae, but in almost every case can 
be traced to the arteriolar origin. Such lesions are usu- 
ally few in number and do not significantly alter the 
finer structure of the lung. However, if a large number 
of granulomas result, extensive parenchymal scarring 
may occur. 

Pulmonary vascular lesions are rarely produced by 
the actual schistosome worm. The living worm excites 
no reaction. Dead worms produce a _panarteritis, 
thrombosis and occlusion of the arterial lumen. There 
is pneumonic consolidation of the lung parenchyma 
surrounding the dead worms. The diffuse endarteritis 
obliterans greatly reduces the capacity of the pul- 
monary vascular bed, resulting in raised pulmonary 
arterial pressure. Anoxia may play a secondary minor 
role in raising the pulmonary arterial pressure during 
exercise. 
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Dyspnea and palpitation were the presenting com. 
plaints of the 15 patients. Ten patients complained of 
cough with slight sputum production. One patient 
gave a past history of hemoptysis. 

The characteristic physical findings were related 
to an elevated pulmonary artery pressure. An accen- 
tuated, split second pulmonary sound, parasternal 
heaving, and epigastric pulsations were present in 
nearly every case. A harsh, basal systolic murmur, 
heard best over the second and third interspaces along 
the left sternal border, was present in 13 patients. 
Five of these patients had a basal diastolic murmur 
over the same area. A firm, nontender enlarged liver 
and splenomegaly were present in every patient. 

Twelve patients had an eosinophilia ranging from 
8 to 33 per cent. Only one patient had severe anemia. 
In 13 patients, the stools were found positive for ova 
of Schistosoma mansoni, and in four of these patients 
the ova were demonstrated in the sputum. In 12 pa- 
tients, the electrocardiogram was typical of right axis 
deviation and right ventricular hypertrophy. 

The roentgenographic appearance of advanced pul- 
monary schistosomiasis is very characteristic. Dilata- 
tion of the pulmonary artery and its main branches 
occurs. The pulmonary outflow tract may reach 
aneurysmal size and the right main pulmonary artery 
may dilate and appear as a comma-shaped density in 
the right hilar region. 

Pulmonary function tests showed evidence of mild 
ventilatory insufficiency, and right heart cardiac 
catheterization demonstrated an elevated pulmonary 
arterial pressure. (Am. Rev. Tuberc., 79:119, 1959.) 


Postmyocardial Infarction Pericarditis 


PericarpiTIs following myocardial infarction, and often 
associated with pleurisy and pneumonitis, has been 
referred to as postmyocardial infarction syndrome. it 
tends to recur, and has been relieved with adrenal 
corticosteroids. 

Dressler reports the case of a 58-year-old man who 
developed pericarditis three months after an acute an- 
terolateral myocardial infarction. Steroids caused dra- 
matic relief of pain, fever and cardiac silhouette en- 
largement. Twelve months after the infarction, a 
attempt to withdraw steroids was accompanied by 
exacerbation of pericarditis, pneumonitis and pleurisy. 
The same sequence occurred 27 months after the myo 
cardial infarction when steroids were discontinued. : 

The author observed such withdrawal reactions 
several cases of steroid-treated postmyocardial infarc 
tion syndrome. It is his belief that sensitization by 
necrotic heart muscle is the basic cause of this inflam 
matory condition. (Am. Heart J., 57:501, 1959.) 
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Diagnosis of Neonatal Jaundice 


KovE AND HIS ASSOCIATES list seven classifications 
for neonatal jaundice (see table at the right). They be- 
lieve that the technique of serial determinations of 
activity of glutamic-oxalacetic transaminase (GO-T) 
and glutamic-pyruvic transaminase (GP-T) im the 
serum is a simple laboratory test which may be of value 
in the etiologic diagnosis of neonatal icterus. 

Transaminases are enzymes which catalyze reactions 
involving the transfer of an amino group from an 
amino acid to a keto acid, with the formation of a 
new amino and a new keto acid. These enzymes are 
widely distributed in animal and human tissue and 
are present in normal serum and plasma. The activity 
for both is present in liver in particularly large amounts. 
In the presence of hepatocellular injury or necrosis, 
an increase in serum activity of both occurs. 

The authors’ observations suggest that serum GO-T 
and GP-T activities follow a definite pattern for each 
of the varied etiologic factors involved in neonatal 
jaundice. The normal neonatal levels of activity have 
been up to 120 units for GO-T and 90 units for GP-T 
(for normal adults, five to 45 units). 

In the physiologic jaundice of the newborn and in 
infections, the enzymatic activity is in the normal 
range. In hemolytic states the activity is usually 
normal except in active fulminant hemolysis when 
there may be a transient increase in serum GO-T 
activity. In biliary obstruction from inspissated bile 
and in extrahepatic obstruction, there is a slow, 
progressive, sustained increase in the activity of both 
enzymes which may reach a peak below 800 units. 
Preliminary work suggests that the rise in activity 
begins abruptly early in the neonatal period, whereas 
the progressive rise is later in extrahepatic obstruc- 
tion. Finally, in acute viral neonatal hepatitis, there 
isa rapid increase in activity, usually above 800 units, 
for one or both enzymes during the stage of increasing 
bilirubinemia. This rise is then followed by a sharp 
fall in activity. (Arch. of Surg., 78:157, 1959.) 


Pneumatosis Cystoides Intestinalis in Children 


GaGNon AND RHEAULT PRESENT five cases of abdominal 
gas cysts in infants. This rare condition is characterized 
byan abnormal collection of gas-containing cysts in the 
wall of the bowel or supporting structures. They range 
innumber from a few to several hundred. The gaseous 
composition includes nitrogen and oxygen, carbon 
dioxide and trace amounts of methane and hydrogen. 
Pheumoperitoneum is a frequent complication, and is 
caused by rupture of one or more cysts. 

In children, the clinical picture of diarrhea and 
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CLASSIFICATION OF NEONATAL JAUNDICE 


. Physiologic jaundice of the newborn 


2. Hemolytic states (blood group incompatibility, 
hereditary spherocytosis) 


3. Infection (sepsis, syphilis, toxoplasmosis, cyto- 
megalic inclusion disease, uptospirosis) 


4. Metabolic disturbances (galacytosemia, cret- 
inism, familial nonhemolytic jaundice) 


5. Inspissatedlike syndrome 


6. Extrahepatic biliary obstruction (atresia or 
agenesis of bile ducts) 


7. Acute viral neonatal hepatitis (serum or in- 
fectious types) 


debility is a common one. Occasionally intestinal ob- 
struction is seen with these cysts. In the five cases 
presented, the interesting findings included cysts in 
the mesenteric lymph nodes, eosinophilia in the peri- 
pheral blood, and eosinophil infiltration into the lymph 
node cysts. No definite conclusions could be reached 
as to pathogenesis. (Pediatrics, 23:710, 1959.) 


ECHO Virus Exanthem 


Sr. GEME AND HIS COLLEAGUES have studied 13 cases of 
a “new measles.” This exanthem is due to an enteric 
cytopathogenic human orphan virus (ECHO virus) type 
9. This organism has been well recognized as the 
causative agent of an aseptic meningitis syndrome, but 
documented cases of ECHO-9 viral rash alone have 
been few. 

Eight males and five females comprised this series. 
There was one infant. Six children were between 1 and 
5, three were between 6 and 10 years of age, and there 
were three adult cases. Fever was present in all cases, 
ranging between 101° and 104° F., and persisting from 
one to eight days. Gastrointestinal symptoms were 
common in the children, and headache was common 
in the adults. 

The rash lasted from one to seven days, the usual 
duration being two to three days. The face, particularly 
the cheeks, was the commonest site, but the torso and 
limbs were also often affected. The lesions were usually 
characterized as rubelliform. Additional findings in- 
cluded pharyngitis in six, conjunctivitis in four, and 
cervical lymphadenopathy in seven. 
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Eleven of the 13 cases had a throat swab positive for 
ECHO-9 virus, and stool specimens were positive for 
this organism in all cases. A significant rise in titer of 
neutralizing antibody versus ECHO-9 virus took place 
in all of the ten subjects so studied. 

Study of temporal relationships indicates the incu- 
bation period of this infectious exanthem to be about 
one week. (J. Pediat., 54:459, 1959.) 


Renal Disease and Hypermagnesemia 


LITTLE Is KNOWN regarding the renal excretion of mag- 
nesium in man. Studics of patients with renal disease 
have conflicted, in that some have reported hypermag- 
nesemia and others have reported normal or low serum 
magnesium concentrations. Robinson apd his col- 
leagues noted that there have been no investigations of 
the relationships between serum magnesium levels and 
renal function. These authors determined simul- 
taneously the glomerular filtration rate (GFR) and the 
serum magnesium concentration in 18 patients with 
various types of renal disease. 

There was only one exception to the finding that 
when the GFR was reduced to 30 ml. per minute or 
below, the total serum magnesium concentration ex- 
ceeded the normal range of 1.7 to 2.2 mEq. per liter. 
The exception was a patient receiving chlorothiazide. 
Excluding such drugs and other unusual factors, hy- 
permagnesemia in renal disease seems related to the 
magnitude of the fall in GFR. (J. Lab. & Clin. Med., 
53:572, 1959.) 


Pericardial Calcification Associated with 
Histoplasmosis 


HURWITZ AND PASTOR OBSERVED a patient with a calci- 
fied pericardium believed to be due to histoplasmosis. 
The diagnosis was suggested in their patient by the 
finding of negative tuberculin, coccidioidin and 
brucellin skin tests, and a markedly positive histo- 
plasmin skin test. In the authors’ patient, pericardial 
calcification was not associated with hemodynamic or 
clinical abnormalities. The routine use of all available 
skin tests in patients with pericardial disease may lead 
to increased recognition of an etiologic role of histo- 


plasmosis. (New England J. Med., 260:543, 1959.) 


Antibiotic Prophylaxis in Heart Failure 


PATIENTS IN CONGESTIVE HEART FAILURE have a tendency 
to contract pulmonary infections. Conversely, pul- 
monary infections often precipitate bouts of cardiac 
decompensation in patients with heart disease. Since 
it may be exceedingly difficult to differentiate pul- 
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monary congestion from pulmonary infection. it has 
been suggested that antibiotics be administered rou. 
tinely to all patients with acute episodes of decom. 
pensation, either to prevent the occurrence of pneu- 
monia in a particularly susceptible subject or to treat 
an infection already present. Since this practice has 
never been subjected to critical analysis, Petersdorf 
and Merchant examined the course and frequency of 
pulmonary infections in a group of patients with acute 
heart failure given prophylactic chemotherapy—com- 
paring them with a group from whom these drugs were 
withheld. 

Chloramphenicol was administered in a dosage of 
0.5 Gm. orally every six hours for seven days. This 
agent was chosen because it was believed that a drug 
with broad antibacterial activity would be most effective 
in preventing infection. Placebo capsules, identical in 
appearance with chloramphenicol, were used as con- 
trols. With the use of a double-blind technique, 72 
randomly selected patients were given 2 Gm. of 
chloramphenicol daily for a week, and 78 received 
placebo. 

There was no difference in the clinical course, as 
measured by. venous pressure, circulation time, vital 
capacity, weight loss and systemic improvement. 
Thirty-eight patients died, 21 in the antibiotic and 17 
in the placebo group. Eight patients in the antibiotic 
group and six in the placebo group had pneumonia 
clinically or at autopsy. Of these 14, four recovered 
after administration of penicillin (three on placebo and 
one on chloramphenicol), and ten died (three on 
placebo and seven on antibiotic). In six patients, infec- 
tion in the lungs was incidental to other causes of 
death, but in four (one on placebo and three on anti- 
biotic), it was a major factor. 

These findings indicate that prophylaxis with the 
antimicrobial was not effective. Radiologic examination 
is a relatively accurate method of detecting pneumonia 
in patients with pulmonary congestion. Other im- 
portant clues are purulent sputum, temperature above 
101° F. for at least three days, and a white cell count 
over 15,000. (New England J. Med., 260: 565, 1959.) 


Pulmonary Tuberculosis and Cancer 


Wurre, Beck AND Prcora piscuss their experience 
with 15 patients in whom pulmonary tuberculosis 
coexisted with carcinoma of the lung. In seven pe 
tients, the carcinoma arose in an area where no evl- 
dence of previous tuberculosis was apparent. In sevel 
patients, the earliest roentgenographic evidence of 
primary carcinoma of the lung appeared as a circum- 
scribed, nodular homogeneous shadow in the middle 
lung zone in the region of the second or third bronchial 
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divisions. Unilateral enlargement of the hilum was the 
presenting roentgenographic sign in three cases, and 
yas associated with relative airlessness of the segment 
ofthe lung in two of these. The first abnormality on the 
chest film in one patient was a spontaneous pneumo- 
thorax. It could not be ascertained whether the 
pneumothorax was due to the carcinoma or the asso- 
ciated tuberculosis, both of which were found in the 
lung after re-expansion. Increased radiopacity of the 
portion of the lung due to relative airlessness without 
hilar enlargement was seen initially in two instances. 
In the remaining two cases, carcinoma was not recog- 
nized roentgenographically even in retrospect. Not 
infrequently dissimilar roentgenographic behavior of 
shadows in different parts of the lung was the clue that 
suggested the presence of a second disease. 

Pulmonary tuberculosis was the initial disease in ten 
of the cases. In four cases, the two diseases were recog- 
nized simultaneously, and carcinoma preceded tubercu- 
losis in the remaining patient. 


neoplasm in two of nine patients, and of the bronchial 
aspirate in five of seven patients. Bronchoscopic ap- 
pearance suggested malignancy in six of nine patients 
who were bronchoscoped. 

Such factors as an increase of symptoms and pro- 
gressive roentgenographic evidence of disease in a pa- 
tient with sputum that is free from tubercle bacilli and 
under effective drug therapy for tuberculosis should 
prompt the clinician to search for more than one 
disease. Clearing of roentgenographic evidence of 
disease under drug therapy in one area with an in- 
crease of the shadows in another portion of the lung is 
of significance. 

The current drug therapy has proved so effective in 
the treatment of tuberculous endobronchitis that the 
persistence of a bronchial lesion should alert the 
clinician to the possibility of endobronckial tumor. 
(dm. Rev. Tuberc., 79:134, 1959.) 


Disqualification of Blood Donors 


NEWHOUSER AND Hervey studied the records on 
22,675 persons who volunteered to donate blood at a 
blood bank in Miami, Fla. during the year October, 
1956, through September, 1957. More than one-fifth 
ofall volunteers had to be disqualified for various rea- 
sons (see diagram at the right). The most frequent cause 
for disqualification was a low hemoglobin level, and 
this finding was much more frequent among Negro 
menand Caucasian women than among Caucasian men. 

This study suggests a surprisingly high prevalence 
of unsuspected iron deficiency anemia in the general 
population. (Am. J. M. Sc., 237:212, 1959.) 
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Cytologic examination of the sputum was positive for 


Typhoid Fever Masked 


STEINMETZ TELLS the story of a patient in whom it seems 
evident that a diagnosis of typhoid fever was delayed 
for more than five weeks because chlortetracycline had 
been given for five days early in the course of his 
febrile illness. 

The patient was a young man who developed fever 
without localizing symptoms or signs. When five days 
had passed and his fever had not abated, chlortetracy- 
cline was given empirically. The fever abated and the 
chlortetracycline was therefore discontinued on the 
fifth day of treatment. 

The patient’s fever returned, assumed a remittent 
course, and was attended by a fast pulse and spleno- 
megaly. There were no respiratory or gastrointestinal 
manifestations. Extensive studies for infectious dis- 
eases were unrevealing. Finally, however, a blood cul- 
ture drawn on the thirty-fourth day of fever yielded 
typhoid bacilli. Agglutination titers at the time were 
insignificant. 

Steinmetz assumed that the chlortetracycline, given 
early in the course of the patient’s typhoid fever, inter- 
fered with the tests used in an attempt to diagnose 
that disease. This case report repeats the warning 
that physicians must be alert to the possibility that 
administration of an antibiotic may alter the course of 
an infectious disease and seriously compromise the 
results of tests ordinarily effective in providing a 
specific bacteriologic diagnosis. (New England J. Med., 
260:765, 1959.) 
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Congenital Aneurysm of a Coronary Artery 


Gros AND KOLB PRESENT two cases of congenital coro- 
nary aneurysm in children. The first was a 7-year-old 
girl with a heart murmur known since the age of 4 
weeks. The murmur was a loud, continuous sound 
with maximal intensity in the fourth left intercostal 
space near the apex. Angiocardiography clearly out- 
lined a hugely dilated, tortuous left coronary artery 
ending in a saccular aneurysm. Surgical ligation caused 
the murmur to disappear, and the patient’s postopera- 
tive condition is normal. The second case, a 14-year-old 
boy, had a similar murmur and was diagnosed at 
thoracotomy. Surgical correction was not undertaken 
because both coronary arteries were involved. It is 
interesting that both cases were thought to have patent 
ductus prior to study. Neither child was cyanotic. 
The authors make a plea for increased alertness to 
the diagnosis in view of the possibility of definitive 
treatment. The etiology of a continuous murmur can 
usually be diagnosed by cardiac catheterization studies 
and angiocardiography. Coronary artery aneurysms 
may sometimes establish fistulous connections with the 
cardiac chambers or the cardiac veins. These too are 
susceptible to diagnosis and treatment. Continuous 
murmurs may also result from ruptured aneurysms of 
the sinus of Valsalva and an aorticopulmonary septal 
defect. Differentiation from coronary artery aneurysm 
is possible with angiocardiography or retrograde aor- 


tography. (Arch. Dis. Childhood, 34:8, 1959.) 


Brain Damage in Hypernatremia 


INCREASE IN THE CONCENTRATION of blood sodium sig- 
nifies an increase in the osmotic pressure of extra- 
cellular fluid. This state will draw water from the cells 
until equality of osmotic pressures has been re-estab- 
lished. Brain cells seem particularly susceptible to this 
form of dehydration, and several authors have empha- 
sized central nervous system disturbances in hyper- 
natremic patients. Lutrell and Finberg have studied 
three infants showing this combination of findings. All 
had a clinical history of gastrointestinal losses with 
poor intake. Dehydration, hypernatremia, a disordered 
sensorium and a fatal termination were seen in all. 
Pathologic findings in the brains included petechial 
hemorrhages, intense vascular congestion, subarach- 
noid hemorrhages, sinus thromboses and hemorrhagic 
softening. The clinical occurrence of hypernatremia in 
children is largely related to the dehydration of diar- 
rhea and vomiting. In adults, however, the presence of 
head injury or cerebral disease has been emphasized. 
In this situation, hypernatremia is often the result of 
insufficient water intake, rather than any abnormal 
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losses. The hypernatremia then may cause furthe 
brain damage and a vicious circle is established. 

Adequate treatment of hypernatremia depends oq 
early recognition. The occurrence of stupor, restless. 
ness, twitching and convulsions in a dehydrated child 
may permit the correct diagnosis to be made before 
there is laboratory confirmation. (Arch. Neurol. % 
Psychiat., 81:40, 1959.) 


The Cause of Clubbing 


CLUBBED FINGERS DIFFER from normal fingers mainly by 
the size and shape of the terminal phalanx. Inter 
stitial edema, vascular enlargement and a high rate of 
blood flow through dilated arteriovenous anastomoses 
are also present. There is, thus, congestion of the 
venules with oxygenated blood under pressure, with 
resultant local tissue hypertrophy. Cases have been 
reported of congenital vascular anomalies in which 
one part of the body received mixed venous blood in 
place of arterial blood, while another part received only 
arterial blood. 

Hall was interested in the fact that clubbing de- 
veloped only in limbs supplied by blood that had by- 
passed the lungs. He reasoned that the lungs remove a 
substance from mixed venous blood that is capable of 
stimulating arteriovenous anastomoses in the digits, 
and, therefore, clubbing. Reduced ferritin seemed a 
likely possibility, for it is a vasodilator and is rendered 
inert by oxidation. 

In order to test this hypothesis, the author made 
use of the fact that reduced ferritin is specifically 
antagonized by rutin. The circulation in normal and 
clubbed fingers could thus be tested for reactivity to 
rutin. Eight patients with clubbing due to congenital 
heart disease or various lung diseases, and eight 
normals were studied. Circulation through the finger 
was measured by the uptake of radioactive sodium 
injected into the distal phalanx. The injection of rutin 
was shown to increase the absorption rate of sodium 
from the clubbed fingers, but not the normals. Since 
the rate of sodium absorption depends on the total 
surface area of functioning capillaries, the results are 
compatible with the theory that rutin inactivates re- 
duced ferritin, arteriovenous anastomoses are closed, 
and the capillary bed is once again perfused. 

In summary, blood that escapes oxygenation in the 
lung by bypass or by flow through diseased lung may 
contain a vasodilating material, reduced ferritin. In 
the digits, this ferritin is thought to open arteriovenous 
anastomoses, bypass the capillaries, and fill the venules 
with oxygenated blood under a relatively high pressure. 
Local tissue hypertrophy, or clubbing, is the result. 
(Lancet, 1:750, 1959.) 
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Durinc 1956, a number of studies were conducted in 
Buffalo, N. Y., for the purpose of planning epidemi- 
ologic studies of cancer. Lilienfeld reports about the 
frequency of diagnostic x-ray examinations in that ur- 
ban population. It seems that about 50 per cent of the 
adult population had had one or more diagnostic x-ray 
examinations during the 12-month period (see diagram 
at the right). 

As a side light to the study, it was found that the 
frequency of both x-ray examinations and therapeutic 
procedures was higher among the Jewish members 
ofthe population than among the non-Jewish members. 
Although a relationship has not been proved to exist, 
the distribution of x-ray examinations and thera- 
peutic procedures by religion and socioeconomic 

was similar to the distribution of leukemia. 
(Pub. Health Reports, 74:29, 1959.) 


Pericardial Effusion 


KorNS HAS ANALYZED the physical signs of pericardial 
eflusion and re-emphasized the ease with which this 
diagnosis can be made at the bedside. Aside from the 
friction rub, the important (and often forgotten) signs 
are elicited by palpation and percussion. 

There is a conspicuous absence of palpable activity 
over the precordium, despite an increased transverse 
diameter of cardiac dullness. The swollen pericardial 
sac encroaching on a portion of the left lower lobe may 
cause Skodiac tympany over the uncompressed seg- 
ments of that lobe. If this encroachment becomes more 
extensive, Ewart’s sign appears. This is dullness and 
loud, high-pitched bronchial breathing below the left 
scapula, with diminished or absent tactile fremitus. 
These signs must not be mistaken for pneumonia. 

Ifthe pericardial sinuses about the roots of the great 
vessels become filled with fluid, the dense medium be- 
tween the tracheal air column and chest wall causes 
tracheal-tone change and cracked-pot percussion note. 

Downward displacement of the diaphragm is indi- 
cated by a vertebrad movement of the lower end of the 
sternum, and a lack of movement or a drawing to- 
gether of the medial halves of both costal margins. 

An outstanding sign is downward rotation of the liver. 
In hepatic enlargement, the edge and flat anterior sur- 
face remain against the abdominal wall. Downward 
rotation moves the edge deep into the abdomen and 
brings forward the rounded dome. This presents a 
transverse swelling in the epigastrium. 

These are but a few of the simple signs, several 
known for over a century, that lead to a ready diagnosis 
of pericardial effusion. (Am. Heart J., 57:479, 1959.) 
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Aortic Lesions and Rheumatoid Spondylitis 


AORTITIS AND AORTIC INSUFFICIENCY were found in eight 
patients during the course of examinations made in 
265 patients with rheumatoid spondylitis by Toone 
and his coworkers. In addition to the diastolic murmur 
of aortic insufficiency and the wide pulse pressure, the 
following cardiac manifestations were noted: left 
ventricular enlargement, first-degree A-V block, left 
bundle branch block, Wenckebach’s phenomenon, 
substernal pain suggestive of coronary insufficiency, 
pericarditis and congestive failure. 

Post-mortem examinations were performed in two 
patients. In both, the hearts were dilated, and there 
was hypertrophy of the left ventricle and flattening of 
the trabeculae corneae. Aortic rings were dilated and 
incompetent, the aortic cusps were thickened and the 
margins slightly rounded, but there was no fusion. 
The aorta was dilated with the intima wrinkled, 
thickened and covered with pale, noncalcified plaques. 
The tunica externa showed endarteritis obliterans of the 
vasa vasorum, and perivascular infiltration composed 
principally of lymphocytes and plasma cells. There 
was focal destruction of the elastica, of the media, with 
replacement by linear scars. The findings in these two 
cases, and a review of those previously reported, in- 
dicate a specific relationship between rheumatoid 
spondylitis and this type of aortitis. (Am. J. Med., 26: 
255, 1959.) 


149 


ate of underwent one 4 
vhich 
ove a 
dle of | 
igits, 
ed a 
lered 
nade 
cally 
and 
to 
nital 
sight 
nger 
lium 
utin 
lium 
ince 
are : 
7 
sed, a 
the 
may 
In 
ules : 
ure. 
sult. 


Treatment of Ascites in Cirrhosis of the Liver 


RETENTION OF SODIUM and water is an important factor 
in the formation of ascites in cirrhosis of the liver, 
and the therapy of this condition usually involves 
measures to decrease the oral intake of sodium and 
to increase the urinary output by the use of diuretics, 
according to Myerson and his associates. Because 
these patients may remain refractory to this program 
and do not respond successfully to other measures, 
including the use of salt-poor albumin, potassium- 
containing anion-exchange resins, ACTH and corti- 
costeroids, the authors used the newer diuretic com- 
pounds—acetazolamide, a carbonic anhydrase in- 
hibitor, and chlorothiazide. 

Forty-nine patients with cirrhosis of the liver and 
ascites were treated with acetazolamide, eight with 
chlorothiazide, and four with both preparations. The 
dose of acetazolamide varied from 250 to 2,000 mg. 
daily, but most patients received 500 to 1,000 mg. 
administered as a single daily dose. The dose of 
chlorothiazide ranged from 1,000 to 4,000 mg. daily 
with a usual daily dose of 2,000 mg. given as 1,000 
mg. every 12 hours (see diagram at the right). 

Of the 49 patients receiving acetazolamide, 26 had 
a good to excellent response losing all or most of their 
ascites. Six patients had a fair diuretic response, and 
the remaining 17 had a poor response, excreting little 
or no fluid. The mean duration of therapy in all groups 
was 21 days. Patients were maintained on the low- 
sodium diet after the drug was discontinued. Hyper- 
chloremic acidosis developed in 35 of the 49 patients, 
but did not seem essential to the diuresis, nor did it 
seem to have an adverse clinical effect. 

Of the eight patients to receive chlorothiazide, there 
was a good diuretic response in three. In all patients 
treated with chlorothiazide, a mild to moderate hypo- 
chloremic alkalosis developed. There was no noticeable 
effect on serum sodium. However, hypokalemia of 
severe magnitude developed in three patients. In all 
three, the hypokalemia was accompanied by signs and 
symptoms mimicking those of hepatic coma. 

A combination of acetazolamide and chlorothiazide 
was used in four patients, all of whom had been 
refractory to previous courses of mercurial diuretics 
and acetazolamide and chlorothiazide individually, 
in combination with a low sodium diet. None of 
these patients had a diuresis when both drugs were 
given simultaneously. 

Venous blood ammonia levels did not change in 
eight patients who had serial determinations during 
acetazolamide administration and in the patients who 
received chlorothiazide therapy. The hypokalemia that 
accompanied chlorothiazide treatment was very re- 
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sistant to potassium supplements given by mouth, and 
in each case, parenteral administration of potassium 


was necessary. (New England J. Med., 260:28, 1959.) 


Adrenal Steroids and Hepatitis 


CHOLANGIOLITIC HEPATITIS is a syndrome of varied 
etiology characterized by jaundice, pruritus, enlarged 
liver and spleen, and increased serum alkaline phos- 
phatase and cholesterol. In some cases, the onset of 
this syndrome can be traced to a viral type of hepatitis, 
to drugs or to poisonous substances. In other cases, 
the etiology remains unknown. The parenchymal cells 
of the liver may be little affected, and important 
changes occur in the portal triads. The intralobular 
and perilobular bile canaliculi and ductules contain 
bile thrombi, and pericholangiolitis further complicates 
the histologic picture. In protracted cases, the differ- 
ential diagnosis from extrahepatic biliary obstruction 
may be very difficult. Knowledge of this syndrome has 
increased and liver biopsy has been helpful in avoiding 
unnecessary abdominal explorations. 

With this introduction, Goldgraber and Kirsner re- 
port their experience in the management of four cases 
of subacute and chronic cholangiolitic hepatitis treated 
with steroids. The results indicate that adrenal steroids 
do not affect the basic disease process in chronic and 
subacute cholangiolitic hepatitis. Liver biopsy studies 
showed no change in the histopathology as the result 
of steroid treatment. There was an increase in appetite 
and in the sense of well-being shortly after the onset 
of steroid therapy in three of the patients. In one case, 
the temperature and pulse decreased to normal levels 
without delaying the fatal course of the disease. (Arch. 
Int. Med., 103 :354, 1959.) 
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Reconstruction 


(American Association of Plastic Surgeons, Boston, May 
15.) Usz OF SILICONE RUBBER as a soft tissue substitute 
in reconstructive surgery has shown extraordinarily 
promising results in animal tests, and human trials 
now are underway. The impervious or closed-cell rub- 
ber, a spongy material, produced strikingly less tissue 
reaction and edema than other synthetic materials em- 
ployed. In dogs, only minimal tissue reaction resulted, 
and wounds healed uneventfully with no infection, ex- 
trusion or gross fluid accumulation.— Dr. Francis A. 
Marzont, Medical College of Alabama, Birmingham. 


Bacterial Fickleness 
(New York Academy of Sciences Conference, New York, 


May 21.) Senstriviry of common bacteria to antibiotics 
can vary month by month, and place by place. County 
medical societies well might distribute monthly bulle- 
tins of resistivities as determined by reliable testing 
techniques, as well as urge physicians to seek the 
causative agent in infections. A study involving 7,000 
laboratory specimens indicated the effectiveness of a 
given antibiotic could vary up to 30 per cent between 
hospitalized and private office patients, and that in 
the same community a drug could drop 35 per cent in 
eficacy in a month.—Drs. Bert H. Leminc, Jr., and 
Civpz Memphis, Tenn. 


‘Pep Pills’ 


(American Medical Association announcement, New 
York, May 27.) AMPHETAMINES can significantly im- 
prove certain athletic performances, but a nationwide 
survey finds very little use of these drugs by high 
school and college coaches. Less than 1 per cent of 
1500 coaches report having employed the drugs to 
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stimulate performances. In studies of trained college 
athletes, weight-throwers scored an improvement of 
3 to 4 per cent when given 14 to 21 mg. per 70 kg. of 
body weight two to three hours before performance. 
Swimmers averaged 1.5 per cent improvement in time 
and distance performance.— Report by the Committee 
on Amphetamines and Athletics, appointed by the 
AMA after reports of alleged abuses of amphetamines 
in athletic programs. The committee was headed by 
Dr. Arian J. Ryan, Meriden, Conn. 


Weed Warning 


(University of Michigan Medical Center announcement, 
Ann Arbor, June 10.) CHILDREN MAY DEVELOP mild to 
fatal poisoning by eating leaves, stems, unripened pods 
or berries of certain wild flowers and weeds. The plants 
produce high concentrations of alkaloids during sum- 
mer months through August, and several children 
have been treated for symptoms resembling inflamma- 
tion of the brain. The more dangerous drugs belong 
to the Solanaceae family, including jimsonweed and 
common nightshade. Potatoes become poisonous if the 
tuber has been exposed to sunlight, and has turned 
green. Tomatoes are an exception, one of the few 
Solanaceae which appears harmless.— Dr. Grorce H. 
Lowrey, head of the University of Michigan Poison Con- 
trol Center, and Associate Prof. of Botany Warren H. 
Wacner, Jr. 


Flu Control 


(National Tuberculosis Association, Chicago, May 26.) 
IRRADIATION OF UPPER AIR in hospitals with ultraviolet 
light can check the spread of influenza virus. An entire 
building unit accommodating 150 patients was irradi- 
ated. From July to November, 1957, only 1 per cent of 
patients in this unit became infected, compared with 
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4 per cent of patients in nontreated areas and 12 per 
cent of hospital personnel. From November, 1957, to 
March, 1958, less than 0.5 per cent of patients in the 
unit developed flu, compared with 20 per cent in 
other areas, and 9 per cent of hospital personnel.— 
Dr. Ross L. McLean, Emory University School of Medt- 
cine, Atlanta. 


Anticoagulant Therapy 


(American College of Cardiology, Philadelphia, May 27.) 
AMONG PATIENTS complaining of pains premonitory of 
heart disease, 85 were treated with anticoagulants, and 
15 not. Of the 15 not treated, 14 suffered heart at- 
tacks, 11 of them fatal. Nine fatalities occurred within 
six weeks after initial diagnosis of heart disorder, the 
others within six months. Of the 85 patients who were 
treated, only two had heart attacks within the first six 
weeks after diagnosis, with neither one fatal. Three 
others suffered attacks within six months, two dying. 
Ten had subsequent attacks, seven of them dying. 
—Dr. Rosert E. Beamisu, University of Manitoba, 
Winnipeg, Canada. 


Leukemia Rise 


(American Cancer Society announcement, New York, 
May 26.) MorTALITY FROM LEUKEMIA has been increas- 
ing at a faster rate than any form of cancer except pul- 
monary. In 1930, the death rate among males of all 
ages was 2.5 per 100,000 population, and 7.4 in 1956. 
Among females, it rose from 1.8 to 5.1. Some increase 
can be attributed to improved diagnosis and reporting, 
and increasing age of population, but the steady in- 
crease is real. Incidence is greater among the more 
privileged classes, and in urban as contrasted with 


rural populations. 


lons and Health 


(American College of Chest Physicians, Atlantic City, June 
7.) PosttIvE Ions in the air are found to slow down 
and stop the normal function of the cilia of bronchial 
tubes and windpipe, and hence adversely to affect the 
clearing function of the respiratory system. Negative 
ions tend to accelerate the clearing function. Positive 
ions also were observed greatly to increase the suscep- 
tibility of mucous membranes to irritation, resulting 
in hemorrhage wherever the tissue was touched deli- 
cately with a probe. Studies were made in animals and 
man with positively-charged carbon dioxide molecules 
and negatively-charged oxygen molecules, in the rela- 
tively low ion densities occurring in natural air en- 
vironments.—Dr. A.P. Krugcer, J.C. Becxerr and 
R.F. Smiru, University of California, Berkeley. 


Staphylococcus Arthritis 


(Second Pan-American Congress on Rheumatic Diseases, 
Washington, June 3.) From A suRVEY in The Johns 
Hopkins Hospital between 1940 and 1958, “‘there is a 
suggestion that pyogenic arthritis, and particularly 
the staphylococcal cases, became less common after 
the widespread introduction of penicillin, about 1946, 
but that the disease seems to be returning to its former 
frequency.” Cases caused by streptococci or pneumo- 
cocci appeared to respond well to modest doses of 
penicillin, but “the therapy of staphylococcal arthritis 
is an entirely different problem. . . Treatment failures 
are just as frequent now as they were in the early 
1940’s.”— Drs. L. Myrton Gaines, JR., and LAWRENCE 
E. Suutma, The Johns Hopkins University. 


(American Society for Clinical Investigation, Atlantic 
City, May 4.) MAGNESIUM DEFICIENCY TETANY can be 
diagnosed and cured rapidly by daily parenteral ad- 
ministration of 8 Gm. of magnesium sulfate for sev- 
eral days. The research is the first clear-cut proof that 
magnesium deficiency causes a specific disease in man, 
characterized by tetany and convulsions. The disease, 
often indistinguishable clinically from calcium de- 
ficiency, was identified in the Biophysics Research 
Laboratory of Harvard Medical School through analysis 
of blood samples.—Drs. Davin Uimer, WARREN 
Wacker and Bert L. Vattee, Harvard Medical School 
and Peter Bent Brigham Hospital. 


Hormone Discoveries 


(Ibid., May 4.) NEw FINDINGs show that hormones may 
acquire new and totally unpredictable activities as they 
travel through the body. These derivatives may then 
be related to development of many diseases, and per- 
haps eventually be useful for treatment. Androsterone, 
one such derivative, is found to lower blood choles- 
terol. Another derivative of testosterone, etiocholano- 
lone, causes fever and inflammation, and may be the 
cause of some fevers of mysterious origin. 


Brain Bank 


(Parkinson’s Disease Foundation announcement, New 
York, May 31.) Post-MorTEM BRAINS of victims of Park- 
inson’s disease are sought by the Parkinson’s Disease 
Brain Bank, established by the Foundation in hopes 
that microscopic and chemical analyses may yield clues 
to control of the ailment. The Foundation, 125 E. 60th 
St., New York, offers legal, scientific and economic 
aid to families as needed to procure the specimens. 
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A Problem of Vanity 


Q. What can be done to preserve (or restore) bust meas- 
urements in a woman following lactation ? I have in 
question a 28-year-old para II, gravida III, who has 
successfully breast fed her two children for six to eight 
months. Following cessation of lactation, her breasts 
have decreased in size to such extent that they were con- 
siderably smaller than they were prior to her first 
pregnancy. It may be of importance that she normally 
has moderate engorgement of breasts before menses 
and considerable enlargement during a pregnancy. 
How can I encourage a woman to nurse her babies 
when it is possible that her vanity will suffer by sub- 
sequent reduction in her bust line? 


A. Most infants do well on a formula, and the 
mother’s breasts are affected by nursing. Though 
temporary improvement of breast size and consistency 
can be obtained by use of estrogens, there is no perma- 
nent effect, and, as far as I know, there is no treatment 
that will permanently increase the size of the breasts. 

I would suggest that you allow this woman to place 
her next child on a formula; this may help to solve the 
problem. 


Pityriasis Rosea 


Q. What can be done to help the severe pityriasis rosea 
patient ? Can anything hasten the cure? 


A. Ordinarily, the best treatment for the average case 
of pityriasis rosea is exposure to sunlight with the 
development of a sunburn of moderate intensity. 
Ultraviolet light is not as effective but may be used. If 
the dermatitis, however, is far advanced and if there 
are lesions all over the face, sun or ultraviolet exposure 
may even harm this. If it is true pityriasis rosea, the 
average duration is seldom more than six to eight 
weeks unless irritated. Oral corticosteroids in large 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in appropriate fields of therapy and diagnosis. 


Information Please 


doses may help the patient’s symptoms. The dosage, 
if the case is severe, has to be in the range of five 
tablets, 0.75 mg. of dexamethasone preparation 
(Deronil or Decadron) for the initial dosage. The 
doses are diminished rapidly as soon as effect is ap- 
parent, and a maximum effective minimal daily dosage 
is continued. Bland oily preparations make the skin 
more comfortable. 

The only thing that really does hasten the cure, 
then, is to have early sunlight or ultraviolet treatment. 


Treatment of Leukemia 


Q. Could you give me some information on the treatment 
of an established case of chronic myelogenous leu- 
hemia? This 54-year-old woman is completely 
asymptomatic and her disease was discovered inci- 
dental to hospitalization for an unrelated complaint. 
The diagnosis was established in January, 1959, with 
a white count of 100,000; the differential count was 
done at University Hospital, Ann Arbor, Mich. On her 
last visit, her hemoglobin was 10.9 Gm., and her 
white count was 51,400 in March. She continues to 
be asymptomatic. The patient is unaware of her 
diagnosis. The family is reluctant to inform the 
patient of her disease, thinking that since she is asymp- 
tomatic and her emotional status unstable, treatment 
can be deferred until she has difficulty. Is the present 
trend to treat these patients whether they are sympto- 
matic or not ? 


A. It is generally agreed that patients with chronic 
myelocytic leukemia should be treated: 

1. If they are symptomatic, 

2. If their white count is above 50,000, or 

3. If other hematologic abnormalities which might 
be benefited by treatment are present, e.g. anemia. 

It therefore would appear from the data presented 
that there is no substantial indication for therapy in 
the described patient. Certain qualifications are in 
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order, however. Though patients may disclaim symp- 
tomatology of their disease since chronic myelocytic 
leukemia is generally an indolent process which comes 
on very slowly, the patient may not be aware of any 
symptoms until clear-cut improvement in well-being 
follows therapy. Furthermore, whether or not one 
elects to give therapy at this time, it would be highly 
desirable to give the patient some concept of the 
nature of her disease. With the passage of time it is 
going to be mandatory that the patient cooperate with 
her physician. Now is the time to begin to cultivate 
mutual trust which will be required between patient 
and physician. For this reason I would begin now to 
orient the patient to the nature of her disease. Rarely 
should one withhold information and evade direct 
answers when the patient asks questions. 

Although there are some questions concerning the 
degree to which life is prolonged by therapy in chronic 
granulocytic leukemia, there can be no question about 
the prolongation of useful and productive life when 
both antileukemia measures and wise counseling are 
combined by the physician. 


Incomplete Rotation of Cecum 


Q. We ran across a rather interesting case and would 
like to run down the incidents of similar cases and 
any other information that you may have upon condi- 
tions such as this. The patient at surgery was found 
to have the entire ascending colon covered with visceral 
peritoneum with no attachment to the right abdominal 
wall. There was no evidence of partial volvulus. The 
colon was found to be in its usual location on open- 
ing the abdomen, and there was no evidence of mal- 
rotation or failure to extend into its usual anatomic 
site. No evidence of other ubnormalities was found. I 
would appreciate any information you could give me. 


A. The condition described is an instance of in- 
complete rotation with failure of fixation of the cecum. 
This is somewhat more commonly encountered in 
children than in adults, and perhaps the latter stage is 
a partial expression of additional fixation of the cecum 
from inflammatory changes secondary to appendicitis, 
which was not operated upon. 

When a case of incomplete rotation of this type is 
encountered, cognizance should be given the relatively 
greater incidence of cecal volvulus under these circum- 
stances. Therefore, the medical record describing such 
intra-abdominal abnormalities will provide helpful 
information, if at a future date this patient presents 
with signs and symptoms of intestinal obstruction and 
the roentgen film of the abdomen is consistent with 
diagnosis of cecal volvulus. 
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Diagnosis of Angina Pectoris 


Q. A hard-working, conscientious 34-year-old male com- 
plains of occasional twinges of precordial pain follow- 
ing exertion. Physical examination and electrocardio- 
gram are entirely normal. 

Should a diagnosis of coronary insufficiency be 
made from the history in the absence of clinical or 
EKG findings (this may affect his life insurance rat- 
ing) ? Are there other tests to evaluate his coronary 
flow? How often do symptomatic individuals with 
negative findings subsequently develop corroborative 
evidence of coronary disease ? 


A. Proper evaluation of anterior chest wall pain may 
perplex even the most astute clinician. He knows that 
in most instances, pain classified as angina pectoris 
due to coronary artery insufficiency follows a fairly 
characteristic pattern, but it does not always do so. 

Generally, the pain of angina pectoris is not a fleet- 
ing one, rather it lasts at least a minute and seldom 
more than 15 minutes. It commonly lasts less than five 
minutes. It is uninfluenced by deep breathing, move- 
ment of arms, twisting of the torso or shrugging the 
shoulders. Commonly the discomfort follows a rather 
constant pattern in a given individual. A migratory 
type of pain that is felt at one time in the right 
chest, another in the left, the third time in either axilla 
is seldom of heart origin. Localized soreness is not 
a finding typical of true angina. Nitroglycerin relieves 
the pain of angina pectoris promptly, within a min- 
ute or two, and when used prophylactically may 
prevent its occurrence. The pain of angina pectoris is 
commonly precipitated by over-exertion, emotional 
fluctuations, cold liquids, facing a cold wind or by dis- 
tention of the viscera, particularly the stomach. It 
commonly ceases after the precipitating factor or fac- 
tors have been removed. 

As a general rule, the correct diagnosis of angina 
pectoris or coronary artery insufficiency can be made 
only by a carefully taken and properly interpreted 
history. The electrocardiogram is seldom helpful, al- 
though a positive Master’s Test (a comparison of the 
electrocardiogram at rest with one taken two or three 
minutes following exercise) gives objective evidence 
of coronary artery insufficiency, and a changing elec- 
trocardiographic pattern may also be of value in giving 
proof of the presence of myocardial ischemia. The 
greater tragedy is overdiagnosing a nonexisting heart 
condition, rather than missing an early case of coro- 
nary insufficiency. 

A fleeting precordial pain in a 34-year-old man 1s 
insufficient evidence to allow for a diagnosis of coro- 
nary disease. 
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Special Features 


THE PRESIDENT’S ADDRESS 


Presented before the Congress of Delegates 
at the 11th Annual Scientific Assembly 
in San Francisco, April 4, 1959 


ONE YEAR AGO at our meeting in Dallas we closed the 
books on the Academy’s first successful decade of growth 
and progress. It was time to look back, survey our ac- 
complishments and reflect on the many gains family 
physicians have earned through ten years of Academy 
leadership. 

As your 11th president, I have had the singular op- 
portunity to open another chapter of Academy de- 
velopment. And I say without qualification that the 
pages to be written in the years directly ahead will con- 
tain the most important challenges ever to face the 
growth of general practice. 

At stake is the Academy’s continued leadership in 
establishing and maintaining the highest standards of 
general medical care. I think you will agree that one of 
the most important factors in the founding of the 
American Academy of General Practice was the need 
for continued education at the postgraduate level. It 
was a challenge—one that I believe has been well met. 
Gircumstances now summon us to deal with yet an- 
other stage in the process of medical education—the 
years of graduate training. Designed by a past genera- 
tion, the present system, like Topsy, has “jest growed.” 
[might add that for general practice in particular, the 
growth has been ungainly. The present system of 
graduate training must be reorganized. 

Just as an early diagnosis of an illness prevents later 
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complications, the Academy is already at work to solve 
this problem before a serious situation develops. In 
particular during the past year several reports have 
been issued covering the activities of the Committee on 
Minimum Uniform Standards in Education for General 
Practice. As Chairman of the MUSE Committee, I as- 
sure you that the few pages in these reports represent 
long months of extensive study and deliberation. This 
question of elevated standards for general practice 
training has occupied the bulk of my time during my 
term as your president. The adoption of a policy estab- 
lishing criteria for uniform standards at this meeting 
would, I confess, serve as a crowning achievement of 
my administration. 


One-Year Internship 
Inadequate 


The Academy’s Board of 
Directors and the Commis- 
sion on Education have sup- 
plemented the MUSE Com- 
mittee’s work with exten- 
sive discussions on the com- 
plex problem of minimum 
standards. From outside 
our organization, the AMA 
Committee on Preparation 
for General Practice, the 
General Practice Residency 
Review Committee and the 
AMA’s Council on Medical 
Education and Hospitals 
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have provided many valued comments and opinions. 
In every group there is universal recognition that the 
present program of a one-year rotating internship is 
inadequate to prepare today’s general physician for 
practice. 

On this point I think it is significant that today an 
overwhelming majority of Academy members are in 
agreement. A graduate training survey sent to all 
Academy members last September indicated that 87 
per cent believe that one or more years of residency 
training in addition to internship is desirable. It is 
equally significant that among the post-war medical 
graduates 62 per cent have had residency training be- 
yond the internship—that more regret they haven’t— 
and that the chief deterrent to better training is the fact 
that coordinated programs offering increased responsi- 
bility and advancement are difficult to find, if not unob- 
tainable. 

To proceed intelligently, we must accurately define 
our objectives. There are two: 

First, we must present a constructive coordinated 
program to replace or supplement the internship. The 
MUSE Committee report recommending the adoption 
of a two-year residency is such a program. The sug- 
gested content for this minimum two-year graduate 
training period gives us a firm basis for discussion. 
Only through the thorough ’study of such a proposed 
program, written out step-by-step, can we come to 
know our exact areas of agreement and disagreement. 

Second, we must continue to study the feasibility 


(and I stress feasibility) of establishing a Board of 


General Practice. Such a board would insure that the 
individual physician has the qualifications to perform 
the highest standards of medical care. We also must 
face the fact that the subject of such a board will con- 
tinue to be highly controversial. There are sound and 
important considerations on both sides of the issue. 

At the same time we must recognize that contro- 
versy alone is not a valid reason to ignore a subjeci, 
close up shop and go home. I say we should have the 
courage to face every issue head-on, and work to the 
logical solution—whatever it may be. 

Such a solution can only be reached through 
knowledge. Several roads often lead to the same desti- 
nation. So too are there several approaches that lead us 
toward the same solution of this problem. In the man- 
ner that we study our road maps before a trip, so must 
we explore all factors of possible importance before 
final conclusions can be drawn. ; 

A necessary ingredient for the knowledge to reach 
an intelligent decision is time. Time for each of us to 
examine the facts—time for free and complete discus- 
sion and debate—and finally é¢me to carry the Academy 
program to those in the world of medicine who must 
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understand that our well-reasoned program ani! aims 
are important and well justified. 

For this reason the MUSE Committee recom:nends 
that no action be taken on its report on a certifying 
board until 1960. During this year we should expend 
our efforts determining the route best suited to lead us 
toward the goal with which we all agree. That is, to 
provide every person entering the general practice of 
medicine the educational foundation he needs to meet 
the continuing advancements in medical knowledge. 

After reading the many replies from my recent letter 
to the membership regarding the history and aims of 
the MUSE Committee, particularly in regard to the 
basic two-year program as the educational minimum 
standard for training for general practice, and after 
discussing this with other interested groups and indi- 
viduals, it is my opinion that this will be a solid im- 
provement in preparation for general practice. 

I want to impress upon all of you present that the 
Academy has reached full stature and has assumed the 
leadership of the family physician. No other organiza- 
tion can speak for the family doctors of America such as 
we. 


Problems of Training for General Practice 


The Academy is cooperating with the AMA in 
studying the problem of training for general practice. 
Representatives of the Academy are serving on the 
AMA Committee on Preparation for General Practice. 
This committee will present recommendations on this 
complex problem to the AMA House of Delegates at 
the Atlantic City meeting in June. It is proper that the 
AMA should concern itself with the standards in 
preparation for general practice. But, we must recog- 
nize that it is actually the Academy’s responsibility to 
determine these criteria. Certainly we should be most 
able to give the practical information and guidance in 
setting up a basic two-year program. It is my opinion 
that this program should primarily better prepare a 
man to do good family practice. 

Training in internal medicine alone is not sufficient 
for tomorrow’s family physician. In order to render 
complete care to the patient, he must have a broad 
training in the whole of medicine and surgery. This is 
a very strong conviction with me. 

Family practice, as far as the patient, family, public 
and doctor are concerned, is a definite segment of the 
practice of medicine that must be considered in its 
rightful place with the other segments of the prac- 
tice of organized medicine. Each segment has to a 
great extent initiated and guided the destiny of their 
group to an improved standard of education, thus an 
improved type of medical service rendered. This is our 
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aim and we must not lose sight of it. We must not lose 
by default. I am grateful for the efforts being rendered 
for the family practice of medicine by the AMA. The 
complement of the AMA committee has been largely 
medical educators and specialists. We certainly need 
their assistance and guidance, but on the other hand 
we do not want their numbers to be so large that our 
suggestions will be totally ignored in the final conclu- 
sion. This we cannot and will not accept. However, we 
willcooperate with any group creating a uniform stand- 
ard of preparation for general practice that will give us 
the result of better family doctors and better medical 
care. This is important. This, in turn, will create better 
distribution of the entire medical population. 

Iam certain that our membership, when it has com- 
pleted its study of all the facts, will make the right de- 
cision. 

So far I have dealt extensively with the future. This 
does not mean that the past year has not seen many 
encouraging developments for both general practice 
and the Academy. Quite the contrary is crue. Here, I 
can but briefly touch upon some of the high spots of 
activity. 

I should like to call to your attention that Surgeon 
General Leroy Burney has created a Consultant Group 
on Medical Education. We in the Academy will watch 
with interest the results of this group. It is the desire of 
the Academy that some workable solution for providing 
modern medical service for every man be advanced. 
With this in mind it is a cold reality that medical school 
applicants continue to lag behind the population 
growth. In face of the preponderantly heavier demands 
for family physicians, the number of graduates entering 
general practice last year dropped to 40 per cent of the 
figure for 1940. It is the hope that this group may join 
with us in finding the keys to open the doors of im- 
provement of this situation. This is our goal. 

The past year’s record speaks well of the Academy’s 
work to increase the number and quality of general 
practice residencies. Not so many years ago another 
president stood before this Congress and reported the 
sad fact that few residencies were being offered, and 
less than 50 per cent of these were filled. I am particu- 
larly pleased to say that last year more than 204 hos- 
pitals offered 802 residency positions approved by the 
AMA Residency Review Committee. Today, almost 70 
per cent of these positions are filled. 

This year, for the first time, the Academy will be 
able to provide financial assistance to 20 young men as 
they work toward the completion of general practice 
residencies. These grants are offered through the ex- 
panded program of Mead Johnson Awards. Signifi- 
cantly, competition for these awards is keener in 1959 


than ever before. 
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Also on the increase are the number of general prac- 
titioners who now actively participate in the process of 
medical education. More than one-half of the medical 
schools in the United States include family physicians 
on their teaching staffs. This could be increased if more 
qualified general practitioners were interested and 
were willing to devote time to instructing and super-. 
vising students. Academy members have a tremendous 
responsibility to lead the way toward even greater 
participation. This I urge. 

I am pleased to report that medical schools are work- 
ing to expand programs designed to better prepare the 
students for general practice. Too, many medical 
schools in cooperation with their undergraduate 
schools are working to shorten the over-all years spent 
in the preparation for general practice. It is hoped that 
as much as two and one-half years to three years can be 
removed from this training with the improved content 
of the streamlined curriculum. In one large university 
system there are three large committees working on a 
program whereby the pre-med and medical school 
years can be reduced to a minimum of five and one-half 
years, but this would include an 11-month-year—a 
more learned education with a broader background. 

Last year some 31 schools conducted special pro- 
grams to give actual experience in clinical practice 
under supervision. Included were preceptorships with 
general practitioners, general medical clinics and fam- 
ily care programs. Again, every Academy member can 
share in progress by working to provide additional 
programs within his state. . 

Let me momentarily depart from the field of medical 
education and pass along a few thoughts on a subject 
that deserves scrutiny and attention. I refer to the 
many ridiculous efforts to “peddle” proprietary drugs. 
For many years, there has been a warm and cordial 
relationship between ethical drug manufacturers and 
the medical profession and I again commend this in- 
dustry for its splendid efforts. I only regret that these 
honest efforts must be periodically sullied by the wild 
and absurd claims of Madison Avenue hucksters who 
would have our patients believe that any disease or 
malady can be cured by a widely-advertised, over-the- 
counter remedy. 

I feel sure every physician has seen seriously ill 
patients who would not have been seriously ill if they 
had not wasted their time and money trying to diag- 
nose their own ailment and then gulping down a pro- 
duct “plugged” on their favorite television program. 
We've all had patients who will discuss a fee intelli- 
gently and then pour twice as much money down the 
drug store drain on over-the-counter items. Many 
times, it’s the children who suffer from their parents’ 
misguided efforts to save money. We must understand 
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their efforts to economize but, at the same time, teach 
them not to flagrantly sabotage a planned health pro- 
gram. 

I mention this because I see more and more examples 
every day. These people are not only wasting money— 
they’re endangering their health. I hope that the medi- 


for our fine headquarters staff which makes positions 
such as mine easier and far more efficient in the course 
of the busy months. 

In conclusion I should like to say that during the 
past year I have had the wonderful opportunity to 
attend Academy meetings across the nation—-to ad- 


ecal profession, perhaps working with the ethical 

pharmaceutical industry, can come up with some way 
to convince people that there is no simple self-ad- 
ministered route to health through television touts or 
patent remedies. 

I wish to thank the officers, delegates and the many 
members for their fine spirit of cooperation and the 
assistance they have given me during this year. I am 
sure that each and every one of the officers and new 
members join with me in expressing the appreciation 


dress many gatherings—and to. meet many of you § Eg 
personally. at 

The demands on the president’s time are many, § by! 
The activity of the office compresses the months until § an 
they seem like days. But the satisfaction of serving the § Th 
Academy to the best of my ability far outweighs all 
efforts that must be expended. I thank you from the 
depths of my heart for granting me the honor and the 
privilege of serving you as president. It is to be the In 
remembered experience of my lifetime. 


AN 
WHAT OTHERS ARE SAYING... 
Ev 
Speciali sts Tue PROBLEM facing youth today, said the gentleman on the train (a man who had the courage F 
. of his generalizations), is whether or not one should be a specialist. Everyone knows that it is Un 
VS. Generalists more fun and more intellectually bracing to be a generalist, using the word to mean a man § "° 


who takes the universe as his field and doesn’t burrow into a tunnel. The youth of the nation tn 
were now beginning another school year—a year when many of them would have to choose § 0 
irrevocably to specialize or starve; the heart of the gentleman on the train went out to them 
in their last hour of life outside the tunnels. wh 

Here was the nub of what was wrong with our culture, quoth the gentleman on the train. me 
Specialties. The people in them seldom came out for a breath of air and when they did they J ah 
could scarcely speak to be understood. As a result, he said, we generalists scarcely ever know by 
what specialists are doing. . . . th 

The world . . . had been subdivided into niches and our most important question to a new 


aquaintance, was “What do you do?” What, in other words, . . . is your specialty? If he ‘ 
answered not that he was a fine-furniture finisher, internist, nuclear physicist or ecologist th 


but a jack-of-all-trades we should have a fright and think him a ne’er-do-well. But the reason 
all these people . . . choose specialties is that they soon recognize that this is what the world ’ 
wants, and wanting, pays for. wi 

Every chap, in his heart, . . . would like to spend his time thinking about a lot of things— § Yo 
and particularly about how they all hang together . . . but he knows this would be foolhardy § wi 
economics. Only a few generalists survive among us . . . and they’ve got to step lively to live J ad 
at all in this production line we call civilization. an 

The role of the generalist, said the gentleman, though not generally appreciated, was both ff fy 
an important one and a difficult one to play with skill. The generalist was the man who was | 
free to speculate—and speculations widened the horizons of the specialists, who otherwise dr 
might do the same work over and over again. . . . Also the generalist had the insights of the 
outsider and could point out the ridiculous areas where specialty sometimes leads. . . . of 

The greatest difficulty of the generalist was getting a word in edgewise when he was among 
specialists. He sometimes suspected, said the gentleman, that having a specialty was like join- 
ing a club which not only had rules unknown to the outsider but a secret language and sub- 
ject matter which could be used to wall off a stranger completely. . . . He was undaunted, 
nevertheless, said the gentleman, and firmly believed specialists must be spoken to—or at § ha 
least at. After all, science, to coin a paraphrase, was too important to be left to the scientists. | 
—Wiuiam C. FrrzGuson, Northwest Medicine, Vol. 58, No. 1. des 
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ions DOCTOR AND HIS LIFE PLANNING’ 


GP is privileged to publish a series of eight articles 
ad- | on medicoeconomic problems affecting physicians today. 
you j Eight authorities discussed these problems 

ata recent Buffalo, N.Y., forum sponsored 
any. If by the Erie County (N.Y.) Medical Society 
intil | and the Wm. S. Merrell Company. 
the This is the fifth in the serves.— PUBLISHER. 


the | Insurance Needs—Now and Later 


AMIEL CAPLAN 


EVERYONE SHOULD HAVE A WILL. In fact, everyone does 

have a will. The state has made a will for you—under 
itis | the laws which govern death while intestate. If you are 
man  20t satisfied with the state’s will, if it does not dis- 
tion § tribute your property in the manner you wish, then 
yose fF you must have your own will drawn. 


your will or will be available to help pay the costs and 
other expenses associated with your death. 

If your home is owned jointly with your wife, it will 
pass to her outside of your will. If your bank accounts 
are in joint names or “in trust,” they will pass outside 
of your will. If your life insurance policies have desig- 
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hem The right to have your own will drawn isa privilege _ nated beneficiaries, the proceeds will pass outside of ~ 
which the state grants to mentally competent people (a —_—your will. If your stock account or bonds have desig- 
ain. § mentally incompetent person cannot have an accept- _ nated beneficiaries or alternate owners, they will pass 
hey J able will drawn). In order for your will to be accepted _ outside of your will. 
now ff by the court as valid for probate, it must conform to In other words, for your will to have money to meet 
the rules and regulations the state has set forth. If its obligations and to have funds to pass on to your 
Phe § Your will should fail in any one of a number of vital _heirs, you must own property solely. If there are to be 
gist MCS, then the state may impose its own pattern of dis- —_ any special bequests, charitable gifts or the like, there 
son | ‘bution. must be property that the will can control and dis- 
orld After your will is in existence, ask yourself what it _ tribute. 
will use for money. In other words, which assets will Many wills contain trust 
s— ff your heirs receive according to the provisions of the provisions. These trusts 
rdy will? Which assets will be available to meet the costs of | come into being at the 
live | administering your estate, paying any estate tax levies, | death of the maker of the 
any unpaid income taxes, any outstanding debts, will. These are called tes- 
oth Ft funeral and/or medical costs? tamentary trusts. Such 
vs It is natural to believe that once your will has been trusts depend for their 
mes drawn, you have taken care of the distribution of your funds upon that which 
property to your heirs, and that you have put your — they receive according to 
ong affairs “in order.” This is not always so. To find out the assets which pass 
sin- Where you stand, do the following: through your will. If there 
ub- 1. Make a list of everything you own. are no assets, or insufficient 
red, 2. Alongside of each asset, indicate if there is a 
sts. | Only that property which does not have a beneficiary consultant, Solomon Huber Asse. 
designation will pass to your heirs under the terms of — ciates, New York. 
etl GP july 1959 


urse 
A 


assets, then these testamentary trusts have no true 
meaning. They can only function when they are 
nourished with wealth. 

A will is an instrument of property disposition. It 
must be coordinated with all other articles of distribu- 
tion such as life insurance, bank accounts, property 
deeds, etc. 

A will is not a static, dry instrument which, once 
drawn, is put away and forgotten. Just the opposite. A 
will is a live, dynamic vehicle for the expression of your 
desires and viewpoints. It must be changed from time 
to time in accordance with your changing family cir- 
cumstances, needs, changing times and family loca- 
tions. 

Each state has its own laws governing the passing of 
property to heirs. A will drawn in one state may not be 
acceptable in another. Also, if you own real property 
in more than one state, it is important to consider the 
laws of both states when organizing your estate plan. 
If you are reasonably wealthy, and divide your time in 
two or more states, it could be that more than one 
state may present claims for taxes against your estate. 
A study of your estate by a competent consultant could 
prove of value. 


Insurance Necessary to Create Wealth 


Insurance must be considered a necessary part of 
the cost of creating wealth. If we had nothing to lose, 
we should have nothing to insure. This now brings us 
to the next topic: liability, fire and other casualty type 
losses. 

Malpractice Insurance. Everyone understands the 
necessity for malpractice insurance. Under today’s 
conditions the importance of being covered for the 
maximum amounts obtainable cannot be overempha- 
sized. The worry when you are insured for less than 
the amount of the lawsuit is not worth the small sav- 
ings in premium. 

The law imposes a responsibility on each partner of 
a partnership for the acts of his partners. Coverage 
may be obtained for individual professional liability 
alone excluding the insured’s liability as a partner, or 
partnership alone or a combination of both. Note: such 
malpractice coverage requires the insured’s consent 
before a claim can be settled out of court. This re- 
quirement is for the purpose of protecting the insured’s 
professional reputation. 

Automobile. The use of your car by a member of 
your household who is male and under the age of 25 is 
usually not covered unless an extra premium has been 
paid. If your employee was involved in an accident 
with his car while on any activity in connection with 
your affairs, you might be responsible for any damages 
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incurred, Your own insurance cannot protect you, 
This area is covered under an employer’s nonownership 
liability insurance. 

Fire. The subject of fire insurance is sufficient for 
hours of discussion and is complex. However, there 
is an area of check that you might look into. It is 
called the nonconcurrence of policies. Insurance com- 
panies try to avoid concentration of coverage on one 
insured or in one building or in one territory. This be- 
ing the case, it is ustally necessary for an insured to 
carry insurance in several companies. The standard fire 
policy contains an admonition that should be heeded, 
**It is important that the written portions of all policies 
covering the same property read exactly alike. If they 
do not, they should be made to do so at once.” 

If policies are not concurrent, the adjustment of a 
loss may result in an involved procedure. Moreover, 
an insured may be insufficiently protected on one item 
and overinsured on another item. 

Uninsurable Property. Fire insurance cannot be 
written to cover accounts, bills, currency, deeds, 
money or securities or evidences of debt. 

Accounts receivable and patient records are very 
valuable property. Whenever possible, the acquisition 
of a fireproof receptacle large enough to hold your pa- 
tient histories and accounts receivable and other rec- 
ords may prove of value. Such a receptacle may be in 
two sections; one in a basement or other storage place 
for those records which are not needed within the 
office and another smaller but still fireproof container 
for those records which are needed within the office. 

There are other areas of fire insurance considera- 
tion, such as lease-hold interest insurance. A tenant pos- 
sessing a favorable lease would suffer a financial loss if 
the owner of the property were to exercise his option 
to cancel the lease in the event the premises were 
damaged by fire or other insured peril. 

Extra expense insurance. Extra expense is defined as 
the excess of the total expenses incurred during the 
period of restoration over the total expenses that would 
normally have been incurred during the same period 
had no loss occurred. 

Business interruption insurance. Protection can be 
obtained to cover the loss of your earnings, the salaries 
of any employees and all other continued costs neces- 
sary to the continued operation and future restoration 
of your practice. 

Everyone is a capitalist. You all own something. And 
that is as it should be. You work hard and long and 
you are deserving of some material evidence of your 
labors. You all drive cars, many of you own homes, 
have investments. Your “accounts receivable” is an 
important asset. And along with all these assets 1s 
usually found one called “‘life insurance.” 
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ife Insurance Policy Must Be Complete 


Life insurance is a capital asset along with all your 
other wealth. It is‘interesting to note that in Russia 
there is no such thing as life insurance. According to 
their social and economic structure, there is no oppor- 
tunity to capitalize the future earnings of an individual 
by insuring those earnings against loss through death. 

One side of life insurance that is not too widely 
understood or appreciated and very often neglected is 
the organization and completeness of the policy itself. 
Here are certain questions you should ask yourself 
about your life insurance policy. 

Is the date of birth as stated in the application correct ? 
The date of birth declaration is found in the photostat 
copy of the application which is attached to the policy. 
If this date is incorrect, it might become an issue at 
the time a claim is made by the family for the con- 
tracted death benefits. 

Have you filed evidence of your birthdate with your in- 
surance companies ? It is a good idea to send a copy of 
your birth certificate or other acceptable evidence to 
your insurance companies. They will record the evi- 
dence you send them and return it to you together 
with an acknowledgement for your records. This 
simple procedure may prove to be of great help to 
your family. 

Are all the beneficiaries included (both primary as well 
as contingent) ? It is a good practice to review the bene- 
fciaries designations on your life insurance policies 
to make certain that no one is named who no longer 
should be and that all who should be are actually in- 
cluded. Children marry; children are adopted; your 
marriage status may change. 

Are afterborn children included ? For many years of 
married life there remains the possibility of a child 
being conceived. Since it is not always possible to re- 
vise the beneficiary pattern whenever such an even- 


tuality occurs, it is necessary to make certain that the 
policy will include an afterborn child as a beneficiary. 

Are settlement options contractually guaranteed for the 
insured ? We all look forward to retirement. That is the 
time of life when the money you have managed to ac- 
cumulate now goes to work for you. An important part 
of your retirement income could come from the an- 
nuity values of your life insurance policies. It is wise 
to make certain that your policies contain such guar- 
antee tables. A joint- or survivor-option should be 
included. That is the feature which would pay income 
to yourself or your wife for as long as either of you 
may live. 

Do the proceeds qualify for the marital deduction ? 
Everyone desires to save on taxes. One such area of 
estate tax relief is called the marital deduction. Prop- 
erty to qualify for this tax postponement must be 
given to the surviving spouse in certain form and man- 
ner. Your insurance proceeds could qualify. The 
answer to this question is best supplied by your ac- 
countant, lawyer or insurance advisor. 

Is the policy protected against unintended lapse? The 
most frequent cause of policy lapse is the oversight of 
a due premium. An arrangement can be made with 
your insurance company for them to pay for you any 
overlooked premium. This is called the automatic 
premium loan provision and can be made part of 
most contracts. 

Will the double indemnity provision pay under normal 
flying conditions ? If you have a double indemnity pro- 
vision attached to your policy, make certain that it 
does not have an aviation restriction provision but in- 
stead specifically states that it will pay under normal 
passenger conditions. 

Is the policy a standard issue? Very often policies are 
issued rated either because of a physical impairment 
or because of a substandard occupation. If your policies 
are rated, it may be possible to either remove or reduce 


Assets must be available to meet the costs of any outstanding debts, 
0 provide for any special bequests or trust provisions, and even to 
Pay funeral expenses. 
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such ratings. Certainly an effort should be made to do 
so. 
Does the policy contain a war clause rider ? Sometimes 
a war restriction rider has been included as part of a 


policy when it was issued. These can usually be re- - 


moved by application to the company. 

Do the settlement or beneficiary agreements contain the 
spendthrift clause protection? This is a protection of- 
fered to life insurance proceeds in New York State and 
most other states. It means that so long as the proceeds 
remain with the insurance company, such proceeds 
cannot be attached or be subject to garnishment by any 
creditors of your beneficiaries. 

Will the policy impair any veteran’s benefits ? Unless 
your insurance proceeds are paid to your family in a 


specified manner, any veteran’s benefits whic! your 
family may be entitled to receive may be lost. _ 

I should like to call your attention to one or two 
changes in current life insurance offerings. 

The more life insurance you can afford to buy the 
less per thousand you may be charged. There are 
limits, of course, but you can buy a $25,000 policy ata 
discount over a $5,000 policy. 

Also, in the past when an insured person died, the 
accumulated cash value was made part of the death 
proceeds. Today, it is possible to obtain a policy that 
will pay to the beneficiaries the face amount (or death 
benefit) plus the accumulated cash value. Thus, a 
$10,000 policy with a cash value of $3,000 would pay 
$13,000 to the family of the insured. 
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WHAT OTHERS ARE SAYING... : 
an 
If the Detroit papers were to carry a headline tomorrow which said ‘REvoLuTION Kus 3 
The Chemical pap ry a 


MILLION,’ this news would rock the city as well as the nation. Fortunately, there has been no 
cause for such a headline.” ope 

‘But here is a head which could accurately be carried: ‘REvoLUTION Saves 3 Muon! ff dir 
No newspaper has printed such a headline, despite the fact that this revolution has actu. J ent 
ally occurred. It has taken place gradually over an 18-year period—so gradually, in fact, that J) hus 
at few times has it been newsworthy enough for headlines.” 1 

This pointed observation recently was made by William H. Bayliss, of the Health News § was 
Institute in New York, as he introduced his annual pharmacy lecture at the University of J 49, 
Michigan College of Pharmacy. He explained: ‘This revolution that has saved 3,000,000 lives 


Revolution 


has been the chemical revolution in medicine that has taken place in the past 20 years. Ifa a 

death rate of 11.3 per thousand—the death rate in 1937—had remained constant through 

1955, the death knell would have sounded for an additional 3,228,000 people in the United Pi 
y 


States during those years. But the death rate has fallen and more people are living longer 
because of a revolution brought on through the teamwork of the professions of medicine and § 8 
pharmacy, public health officials and the men and women of the pharmaceutical industry.”  °@ 

In the short space of 18 years, Bayliss reported, the pharmaceutical industry has made an ff (ol 
eleven hundred per cent gain—from a $149 million volume in 1939 to sales of $1,677,000,000 § to | 
in 1957. This phenomenal growth has taken place because individual pharmaceutical corpora- § pla 
tions have plowed back into their operations considerably more than industry in general has & the 
put into research and development. tho 

According to the American Drug Manufacturers Association, drug or medical research and FF og | 
development includes the following: (1) planned search for new knowledge, whether or not a 
the search had reference to a specific application; (2) application of existing knowledge to 


problems involved in the creation of a new product or process, including work required to 7 
evaluate possible uses and (3) application of existing knowledge to problems involved in the a 


improvement of a present product or process. 

In the decade between 1944 and 1954, these activities created products which helped to as 
bring about a 33 per cent decline in infant deaths; a 63 per cent decline in deaths from § pati 
syphilis ; a 77 per cent decline in maternal deaths and a 91 per cent decline in deaths from in- § to s 
fluenza. thet 
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THE GENERAL PRACTITIONER AND THE LAW’’ 


HOWARD NEWCOME MORSE, LL.B. 


Dohr vs. Smith 


In action for injury to the patient as a result of two false 
teeth being dislodged while the anesthetist was inserting 
a tube to supply oxygen to the lungs during an operation, 
idence was sufficient to take the case to jury on the ques- 
tion of whether the anesthetist was negligent. 


This was an action against a surgeon, an anesthetist 
and a hospital for injury to a patient as a result of two 
false teeth being dislodged while the anesthetist in- 
serted a tube to supply oxygen to the lungs during an 
operation. The Circuit Court of Dade County, Fila., 
directed verdicts in favor of all three defendants and 
entered judgments accordingly. The patient and her 
husband appealed. 

The patient had been advised by the surgeon that it 
was necessary to have performed upon her a gastric re- 
section to remedy a duodenal ulcer. The surgeon then 
made arrangements with the hospital to use its facili- 
ties, and he secured the services of the anesthetist. The 
anesthetist called on the patient at the hospital the 
day before the operation for the purpose of determin- 
ing the patient’s fitness to undergo the operation. She 
examined the patient’s teeth because it was “routine 
tolook at people’s teeth, in giving people an anesthetic, 
to be sure that they have their teeth. If they have a 
plate, take it out.” She got the “impression . . . that 
the teeth were all right . . . (and) didn’t dream that 
those two front teeth were false.”” She assumed none 
of the patient’s teeth were false, and refrained from 
asking the patient if this was the case because she 
thought the question would be insulting. 

It was during the administration of the anesthetic 
that the incident occurred which the patient claimed 
caused her great injury. The anesthetist first put the 
patient to sleep with sodium pentothal. Then, in order 
(0 supply the patient’s lungs with oxygen, the anes- 
thetist inserted a tube or “‘airway” into the windpipe, 
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GP is privileged to publish remews 

of recent legal decisions prepared 

by Howard Newcomb Morse, LL.B., 
counsellor at law 

of the United States Supreme Court. 

This new series is designed to acquaint readers 
with court cases involving 


the practice of medicine. 


—~ PUBLISHER. 


using a laryngoscope which enables the anesthetist to 
place the tube properly. While doing this, the anes- 
thetist heard a faint noise like the cracking of glass 
whereupon she removed the laryngoscope and ex- 
amined visually, and with her hand, the patient’s 
mouth. The facing of a tooth came loose and fell in 
her hand, a peg for a tooth was revealed and a vacant 
space next to the peg was discovered. 

The anesthetist did not immediately inform the 
surgeon about the incident but at the conclusion of the 
operation she told him that one of the patient’s teeth 
had disappeared while the anesthetic was being ad- 
ministered. The anesthetist then searched through 
the gauze in the waste pail for a missing tooth, while 
the surgeon left the room. 

The next day the patient’s husband, upon seeing 
the facing recovered by the anesthetist, told her that 
more was missing and the patient informed her the 
bridgework consisted of two teeth. The anesthetist in- 
formed the surgeon of the situation. The anesthetist 
thought the patient had swallowed the two teeth. 

The patient shortly developed an “unproductive” 
cough and this was noted by the surgeon in the hos- 
pital records. No x-rays were taken in an attempt to 
locate the missing teeth. Even after the patient re- 
turned to her home and her husband renewed his 
request that a search be made by x-ray, the surgeon 
dismissed the subject with the remark, “I wouldn’t 
worry about it. That cough will go away.” 

Several weeks had passed after the operation when 
the anesthetist, who continued to be apprehensive 
about the disappearance of the teeth, called on the 
patient and suggested that they might be lodged in 
the patient’s lung. At this late date x-rays were taken, 
the two teeth, with gold “backing,” one lacking a 
facing, were located in the right bronchus and another 
surgeon removed them by bronchoscopy procedure. 

The Supreme Court of Florida affirmed the judg- 
ments in favor of the hospital and the surgeon and re- 
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versed the judgment in favor of the anesthetist. The 
Supreme Court declared: “. . . the teeth were broken 
and lost despite the anesthetist’s consciousness of such 
a contingency as evidenced by the ‘routine’ examina- 
tion obviously intended to prevent the very thing that 
occurred . . . the very caution she undertook to exer- 
cise undermines her position. The jury could have 
decided from common knowledge and experience, re- 
gardless of expert testimony, that the patient need- 
lessly suffered from a condition the anesthetist herself 
sought to prevent . . . we are impelled to hold that the 
appellants (the patient and her husband) are entitled 
to have a jury decide whether or not the anesthetist is 
chargeable with negligence and if she is, the amount of 
damages recoverable.” 


(The preceding case was heard in the Supreme Court of Florida, 
case number 104 So. 2d 29.) 


Tessier vs. United States 


Evidence justified a judgment against the government for 
alleged malpractice of doctors employed by the Veterans 
Administration because of a delay in ascertaining that 
the patient had a subdiaphragmatic abscess so as to afford 
early proper treatment. 


This was an action for malpractice by doctors em- 
ployed by the Veterans Administration hospital. For 
several years the patient had been suffering from gen- 
eral malaise and recurrent pain in the right quadrant 
at the base of the chest. He had been hospitalized 
at Veterans Administration hospitals, sometimes for 
weeks at a time, and while pleurisy and other matters 
were suspected, nothing was definitely established. 


The symptoms returned and he entered tlic hos- 
pital on February 22. He was suffering a mil: fever 
and poorly localized subacute pains in the revion of 
the diaphragm, and appeared chronically ill. Mor five 
weeks he underwent a large variety of tests and medi- 
cation, some more or less painful and upsetting. About 
half the time he was in bed. X-ray and fluoroscopic 
examinations were had on a number of occasions, and 
all reported normal. 

However, there appeared on many x-ray plates two 
metallic needle fragments between the patient’s dia- 
phragm and liver. These were discovered on March 
31, on a review of all plates taken through March 
11. As a result of this discovery, exploration was 
initiated immediately by needle and it was ascertained 
that the patient had a subdiaphragmatic abscess. This 
abscess was in the general region of a possible liver 
abscess, previously suspected, but not the same thing, 
It is quite uncommon. It is not unusual to associate 
it with foreign bodies. It was not the fragments which 
were giving the pain, but the abscess. 

The District Court of the United States for the Dis- 
trict of Massachusetts rendered judgment for the pa- 
tient. The District Court made a specific finding of 
fact that the two metallic needle fragments should have 
been noted by March 12th. The Court stated: “. .. 
had the metallic fragments been sooner found, in the 
light of previous elimination of various more common 
diseases, a special, more rigorous, localized investiga- 
tion would have then led to the discovery of the abscess 
19 days earlier.” 


(The preceding case was heard in the District Court of the United 
States for the District of Massachusetts, case number 164 F. Supp. 
779.) 


WHAT CTHERS ARE SAYING... 


Health Insurance 
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Costs 


AN INSURANCE COMPANY EXECUTIVE has sounded a grave note of warning about spiraling health 
insurance costs. E. J. Faulkner, president of the Woodmen Accident and Life Insurance 
Company, says, “If our voluntary hospitals become so burdened with rising costs as to seek 
and receive government subsidy, it will be but an instant until this essential element of health 
service is nationalized.” 

Faulkner fears that if the present trend continues, voluntary health insurance may be 
priced beyond the reach of many citizens. He told the American Life Convention in Chicago: 

The financial problems of the service type plan insurers such as Blue Cross and Blue 
Shield which have had to apply for increases of as much as 42 per cent in subscribers’ fees 
in the last year are symptomatic of this trend. We need to be concerned for these service 
plans. They are an essential part of voluntary health insurance. There are, however, well- 
defined and entirely practical ways to abate the costs of health care, but they can be imple- 
mented only by the concerted effort of the providers of the care and those who finance it.” 
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OPINION. ‘Doctor? 


i the genoral practitioner do major surgery? 


In this issue, GP presents the second 
ina new question-and-answer series. 
From time to time, Academy members 
and other physicians will be asked 
to give their opinions on new ideas 
or problems affecting the medical profession. 
— PUBLISHER. 


No. Not without extra training. I think all general prac- 
titioners would subscribe to the idea that every 
physician should have the opportunity to do the work 
that he is able to do with good judgment and a clear 
conscience. There should be no arbitrary standards 
against him but there should be good, sufficient indica- 
tion that the patient is receiving good surgical care. 
—Antuony Bower, M.D., Concord, N.H. 


Yes. The general practitioner can take care of 80 to 90 
per cent of all the patients he sees, regardless of 


whether they are medical or surgical. The hazards 
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incident to the use of modern drugs are just as serious 
as are those incident to the performance of the average 
major surgical procedures. Arbitrary limitations in 
surgery will inevitably lead to limitations in each of the 
specialties. Should this happen, the general practi- 
tioner would eventually degenerate into nothing but a 
“scut boy.” If the general practitioner will show the 
good judgment to limit himself by calling in a con- 
sultant when needed, this need.never happen.— VIN- 
CENT MAZZARELLA, M.D., Hominy, Okla. 


Yes. If he is trained (not necessarily for a period of 
three years, as is so often stated), knows his limitations 
and is sensible enough to call for help when it is 
needed, the general practitioner should do major sur- 
gery. He is a doctor, he is looked to for health care as 
complete as he is able to render and he has the confi- 
dence of the patient. It is his duty to do surgery if he 
has a leaning in that direction and to fight his way up 
through credential committees, etc., until he gains the 
permission of his elders in the field. 

A doctor must strive constantly to be a doctor or 
every specialty is going to claim that the general prac- 
titioner is not adequately trained to do pediatrics, 
OB-GYN, allergy, psychiatry, ad nauseatum. This will 
spell the doom of general practice and be a sad day 
for the American people. 

The only way we general neigiislennns are going to 
gain increased prestige is to increase our abilities and 
not give up our prerogatives. Surgery is worth fighting 
for!—Eart L. Matong, M.D., Roswell, N.M. 


No. General practitioners are usually too busy hand- 
ling general practice to be involved with surgery. How- 
ever, the answer to this question has to be qualified. 
Any practitioner should do no more than he feels 
qualified to do. For some, a T and A could be classified 
as major surgery, whereas other general practitioners 
may be quite capable of doing a hysterectomy. A good 
rule of thumb is for a general practitioner to treat each 
of his patients as he would have another physician 
treat a member of his family, surgically speaking or 
otherwise.—NormMan L. TINGLE, M.D., Nuttsville, Va. 


Yes. For many years the general practitioner was also 
the surgeon and his patients did quite well. Times 
have changed—more training is desirable, yea, neces- 
sary, but being annointed by surgical boards does not 
make one God’s sole appointed one. Many places in 
our enlightened country depend upon the general 
practitioner for surgery. Until surgeons will accept 
small country practices with concomitant small pay, 
the general practitioner has a role in surgery.— HER- 
BERT Emory Joyce, M.D., Buffalo, N.Y. 
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No. I feel that a general practitioner should not do 
major surgery unless he has had (1) at least two year’s 
surgical training beyond his internship; or (2) at least 
five year’s training under a qualified surgeon. I feel 
that it is very necessary for our Academy to set up a 
qualifying board for general practitioners doing sur- 
gery. If they can pass the qualifications of the board, 
they would receive a diploma for this and could then be 
recognized as properly trained surgeons. Hospitals 
would then use this as their standard for allowing a 
doctor to do surgery.—Joseru J. Davin, M.p., Lynch, 
Neb. 


No. We have an Academy of General Practice. Belong- 
ing does not qualify one to do major surgery. On the 
other hand, belonging should not iimit or destroy 
one’s ability to progress to specialties. Many Academy 
members with modern training assist in their own 
cases and, in due time, in many communities fill the 
shoes of the general surgeon. Many communities could 
not support and do not attract FACS men. In such 
places, the general practitioner is the surgeon and, 
I might add, a missionary. But in more urban hospi- 
tals, let us not be so bold, because of acceptance on a 
hospital staff, to assume the right to do tonsillectomies 
and appendectomies when the staff is specialized. 
Nothing could do the Academy greater harm.— How- 
ARD STANTON REID, M.D., Cohasset, Mass. 


Yes. It is impractical to place restrictions on anyone’s 
practice of medicine. A doctor of medicine should be 
allowed to practice to the extent of his state-obtained 
license. The scope of a general practitioner’s practice 
should include that which he feels capable of doing. 
His peers should be his judge if his qualifications or 
results are questioned. Surgical judgment and skill are 
found not only in the specially trained but have pro- 
duced more than satisfactory results in those who 
choose general practice by choice or by necessity. 
—Etmer Raymonp Ptace, M.D., Skippack, Pa. 


No. There are exceptions, but generally speaking, I 
think the general practitioner should not do major 
surgery. And by the same token, I think the surgeon 
who has had adequate training should not do general 
practice, but should limit his work to surgery if he 
expects referral work from the generalist—H. D. 
STUCKEY, M.D., Cairo, Ill. 


Yes. I believe the general practitioner should be ex- 
tended the courtesy of proving, or the opportunity to 
prove to the members of hospital staffs who are so- 
called “board men” that he is capable of whatever 
major surgery he feels he can do. Not only the surgery 
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itself, however, but also diagnosis and follow-i)) care, 
If a general practitioner took the time and trouble to 
prepare himself for what “minor” major surgery he 
felt he could handle, then I see no reason that he 
should be barred from it if he can prove thai he is 
capable. In this category I include appendectomies, 
closure of duodenal ulcers after perforation (not 
gastrectomies) and most pelvic surgery. I do not feel 
that they have time in the usual general practice train- 
ing for upper abdominal surgery.—Harserr C. 
CHANCELLOR, JR., M.D., Honey Grove, Tex. 


No. I do not consider myself qualified to do major sur- 
gery. I do think after the general practitioner has 
proved himself—to competent men—that he should be 
allowed to do appendectomies and hernias. I would 
like to see the way left open where one could be pre- 
ceptored in various techniques and operations of sur- 
gery which are more difficult, by those qualified to do 
the procedure, such as gall bladders, etc. There are a 
lot of good general practitioners doing good major 
surgery, but the trial-and-error method of learning has 
to be eliminated.—Epwarp DEAN FLANDERS, \M.D., 
Ogden, Utah. 


Yes. To me, the question is amusing and nearly foolish. 
I am in practice in Holbrook, Ariz., which is a semi- 
isolated area, 230 miles from the nearest specialty 
help. I am in association with two other doctors and 
we do a great amount of “major surgery””—most of the 
time not of choice but of necessity. Highway 66 runs 
through our community and auto accidents force upon 
us the need to be capable of everything from craniot- 
omy to amputation. 

Through experience, additional training (all three of 
us have had one or more years in residencies, each) 
and through participation in postgraduate courses 
such as are offered at Cook County Hospital, Chicago, 
we have managed to keep abreast and to evolve a semi- 
division of the specialties so that one of us is most 
interested and capable in internal medicine; one, 
surgery, urology and orthopedics; and the other, 
OB-GYN and pediatrics. 

Thus, the answer to your question would be that a 
general practitioner in our situation should be a 
surgeon—primarily a surgeon for emergencies. We do 
refer elective major procedures but still must be able 
to do a gastrectomy under emergency conditions, i.e., 
when a bullet or shotgun wound creates the need for a 
gastrectomy. 

I feel incompetent to answer this question as it may 
apply to general practitioners in larger cities. My sym- 
pathy is, of course, with a well-trained general practi- 
tioner, but I think that with a good surgeon readily 
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yailable, a general practitioner is asking for needless 
heartache by ‘‘doing too much.””—Donatp F. DEMarsE, 
y.p., Holbrook, Ariz. 


Yes. He certainly should in Alaska, for if he didn’t, 
there would be many cases that could not reach a 
general surgeon, due to isolation. I believe the general 
practitioner in Alaska knows what he can and cannot 
do, M. WHITEHEAD, M.D., Juneau, 


Alaska. 


No. With the present system of hospital training, the 
general practice intern cannot get adequate training. A 
busy general practitioner does not have the time to 
properly care for surgical patients nor do I feel he can 
keep up with advances in technique and general surgi- 
cal care. Twenty to 30 years ago, a general practitioner 
got more surgical training in the hospital originally and 
frequently continued his training working with an older 
surgeon. This general practitioner was qualified to do 
major surgery. Nowadays, unless a doctor going into 
general practice takes the two-year general practice 
residency, he comes out qualified to do only a very 
limited general L. TALIAFERRO, 
u.D., Norfolk, Va. 


Yes. Only those general practitioners who have had 
training under supervision, either in hospital residency 
or through a preceptorship, should attempt major 
surgery. Then they should draw inflexible rules for 
themselves to exclude procedures best left to men 
with superior knowledge and skill when the best in- 
terests of the patient will be served. A gangrenous 
appendix or a transverse lie in a primipara present a 
less hazardous situation than an acute myocardial in- 
faction, but who challenges the generalist’s right— 
nay, obligation, to treat these by the scores! As a 
family doctor, I feel compelled to do all I can for my 
patients, and that, of course, calls for frequent surgical 
referrals of those cases I do not feel equipped to 
handle.—Harry Hutcuins, M.p., Buford, Ga. 


No. In my opinion, general practitioners generally are 
not trained to perform major surgical procedures nor 
dothey have the extra training required to assist a man 
inmaking the proper decision as to when a certain 
procedure should be carried out. 

Some general practitioners have worked with other 
doctors or taken a certain amount of postgraduate surgi- 
calstudy and may be able to perform certain procedures 
quite adequately. However, they should be careful lest 
they perform very good surgery upon patients who do 
hot require surgery or who require some other pro- 


cedure. 
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I might add that I have been in practice for seven 
years and these have always been my feelings. I am 
also now returning to do postgraduate work. This may 
have some influence upon my opinions.—Paut V. C. 
Apams, M.D., Langdon, N.D. 


Yes. Certainly, at the present time, it is a physical 
impossibility for a major portion of all surgery to be 
done by a board man. There would be resulting need- 
less and often harmful delay, additional suffering, loss 
of time, additional expense of traveling to and from 
medical centers and a tremendous loss of life due to 
delays. 

Many general practitioners possess a surgical under- 
standing, experience or pre- and postoperative care 
that rivals and many times surpasses that of the sur- 
gical specialist, with an accumulative understanding of 
his patients which no other doctor is able to match. 
This is a matter of time, patience and personal contact 
with the patients in their everyday lives so that he has a 
much fuller knowledge of what can be expected of 
them. This point itself is the greatest deficiency of 
specialization. Surgical technique is a skill possessed 
by individuals, gained by education, memorization and 
aptness for mechanical procedures. Certainly not all 
general practitioners are endowed with or have ac- 
quired this skill, but neither are all surgical special- 
ists. The laws of nature as to the survival of the fittest 
or most capable do not prevail under the system of 
licensure or board recognition, so that only through 
time and experience do those who are well equipped 
in this particular field, as in any other field, reach the 
area of surgical perfection. 

The letters, either before or after a man’s name, and 
the number of certificates is an adjunct only to de- 
termine the capabilities of a doctor, and added to this, 
the major measure is in the results of his work.—R. F. 
Barter, M.D., Challis, Ida. 
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Annual Report 
of the Commission on Education 
1958-1959 


Presented to the Congress of Delegates 
at the 11th Annual Assembly 
in San Francisco, April 4, 1959 


DuRING THE PAST YEAR the Commission on Education 
has held two meetings. The fall meeting was held in 
Philadelphia in conjunction with the Association of 
American Medical Colleges’ annual meeting; in Feb- 
ruary the commission met in Chicago during the 
American Medical Association’s Annual Congress on 
Medical Education and Licensure. This arrangement 
permits the commission members to attend the other 
organizations’ meetings and to participate in informal 
conferences with physicians engaged in teaching. 


Postgraduate 


More effort was made during the past year to im- 
prove the procedure on classifying postgraduate pro- 
grams. The commission’s booklet entitled ‘Postgrad- 
uate Education,” which contains the Definition of 
Acceptable Postgraduate Study and the Policy and 
Procedure for Classifying Programs, was and will con- 
tinue to be distributed periodically to state chapter 
officers and to the directors of postgraduate programs 
of other organizations. The members of the commis- 
sion, in their capacity as regional advisors, have 
worked more closely with the state chapters’ chairmen 
to obtain early classification of programs. 

The headquarters staff followed up on all unclassi- 
fied programs of record at the office. As a result, 
practically all current courses and programs of interest 
to general practitioners were classified by the commis- 
sion. A master card on each course or program with 
the category and maximum hours credit is maintained 
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at the headquarters office. The information 01. these 
cards is of great help to members and to credentials 
committees in reporting and evaluating study hours, 

Programs of international and national organiza. 
tions, as well as clinical conferences or seminars of 
regional organizations that are of national interest, 
must be classified by the commission at one of its 
meetings. It is the desire of the commission to obtain 
recommendations on classification of such programs 
far enough in advance to consider programs for the 
next year at the regular fall meeting. If this procedure 
is carried out, everyone concerned will know the classi- 
fication in advance. By definition, all programs of other 
organizations, except medical schools, are eligible for 
Category II credit. In cases where the Academy, a 
component chapter or a medical school participates in 
planning and conducting the course, it is eligible for 
Category I credit. 

The commission’s guide for classifying courses and 
programs was carefully reviewed at the October meet- 
ing. On the basis of this review, and in order to include 
in the “‘guide” rulings or explanatory statements that 
have resulted from questions in the past year, the fol- 
lowing additions were made: 

Application for Category Credit. All applications for 
category credit submitted to state committee on educa- 
tion chairmen shall be forwarded to the regional ad- 
visor on the official form (No. 102) with appropriate 
recommendations from the state chairman of the edu- 
cation committee. In cases of disagreement on assigned 
category or number of hours credit, an appeal may be 
made to the AAGP Commission on Education. 

Maximum Hours of Credit. Maximum hours of credit 
should be based on the actual hours of scientific pro- 
gram. No credit is allowed for viewing scientific ex- 
hibits at any meeting. The chairman of the state chap- 
ter should clearly indicate maximum number of hours 
when completing the classification form for the re- 
gional advisor. 

In all cases, a member should report the actual 
number of hours attendance at scientific sessions. 

Credit Line for Other Organizations Assisting in the 
Program. The term “sponsored” or “cosponsored” 
should be used only to indicate that another medical 
organization is participating in the program, as out- 
lined in the “Definition of Acceptable Postgraduate 
Study.” 

When a scientific program or course is made possible 
by a grant from a pharmaceutical firm, the commission 
urges that the following credit line be included on the 
program: “This program is made possible by a grant 
from (name of company).” 

Announcement of Credit Authorized. In indicating the 
category and number of hours on the program, the 
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commission urges the use of the following: “‘Accept- 
ible for ___ hours of Category I (or Category II) credit 
by the American Academy of General Practice.” Do 
not use the terms “approved,” “endorsed” or “‘recom- 
mended” by the American Academy of General 
Practice. 

Officers in Military Reserves. No credit for military 
training required to maintain reserve officer status in 
the military organizations. The commission believes 
that this type of training does not ordinarily provide 
advance education in medicine but is concerned more 
with military organization and administration. 

Definition of Acceptable Postgraduate Study. The def- 
inition was adopted by the Congress of Delegates in 
1956.and limits Category I classification to courses and 
programs conducted by the American Academy of 
General Practice, its constituent state chapters, medi- 
calschools and recognized postgraduate schools. There 
is some misunderstanding of the definition, as well as 
disagreement with it, by members. There is a tendency 
to equate Category I with quality rather than the con- 
trolling organizations. It has been assumed by some 
that two programs similar in content and quality of 
instruction will receive the same classification, but such 
is not true under our definition. 

The definition provides for Academy or medical 
school control of courses for one-third of a member’s 
150 hours of required postgraduate study every three 
years. The commission believes that there are benefits 
tothe Academy and to its membership in this arrange- 
ment, and with the improved system for classifying 
programs, Academy representatives at all levels of the 
organization are participating more in the control of 
postgraduate study. Any constituent or component 
chapter of the Academy can obtain Category I credit 
for a local program of another organization if both 
groups sincerely desire such classification and comply 
with the established policies of the Academy. 

Grants-in-Aid from Pharmaceutical Companies. Dur- 
ing the past year there has been an increase in the 
funds available from pharmaceutical companies for 
state or local chapters’ use in developing and conduct- 
ing postgraduate programs. In addition to Lederle 
Laboratories and Wyeth Laboratories, Eli Lilly and 
Company offered a total grant of $23,500 in 1958 to be 
distributed to selected state chapters. All of these 
funds are used in accordance with the Academy’s 
“Code of Practice for Relationship with Commercial 
Organizations.” In the case of the Eli Lilly grants, the 
commission was requested by the company to suggest 
the state chapters that could best use funds for post- 


graduate study. However, any chapter may apply for a 
grant, 


The commission recommends that programs devel- 
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oped and conducted by a unit of the Academy with a 
grant from a commercial organization use the following 
credit line: “This program is made possible by a 
grant from (name of company),” and do not state that 
it is sponsored by a commercial company. 


Graduate Education 


Residency Review Committee for General Practice. Dur- 
ing the past year the Residency Review Committee has 
met twice. Each time it reviewed applications for ini- 
tial or continued approval of general practice residen- 
cies. Considerable time is spent by the committee to 
develop suggestions for improving the programs rather 
than simply disapproving a program that is not meet- 
ing the desired educational standards. The review 
committee is very anxious to assist hospital staffs in 
developing strong programs that will attract more of 
the young physicians now entering practice after com- 
pleting an internship. 

The following tabulation summarizes action taken 
on these applications: Of the 120 programs consid- 
ered, 30 were new applications, five were reapplica- 
tions, and 85 were reinspection of existing programs. 

Actions taken in 1958-1959 were: 

Fully approved 

Provisional approval of new applications. 8 
Placed on probation 

Disapproved 

Withdrawn by request of hospital concerned 5 
Action deferred 

It has become apparent to the committee that, al- 
though there appears to be a scarcity of general prac- 
tice residencies, there is actually little demand for the 
positions available. Percentage of occupancy is only 63 
per cent, compared to 82 per cent for all residencies. 

Various factors are responsible for this situation. For 
one, the quality of the residencies has been of such 
diversity that there has been a notable lack of con- 
fidence by many of the prospective residents and their 
advisors. It is true that some programs have been of 
questionable value and, even now, it appears that some 
hospitals are not trying to 
make their programs attrac- 
tive to United States grad- 
uates. 

Another factor has been 
the practice of nearly all 
residents to remain for only 
one year. The committee 
has consistently advised 
hospitals to conduct two- 
year residencies, and in 
most cases they have done 
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so. Despite these efforts by the committee and the hos- 
pitals, most United States graduates who plan to enter 
general practice still take no residency training, and of 
those who do, few take more than one year. 

The committee wishes to point out these facts to the 
Academy in the hope that the members will under- 
stand the problems involved and, insofar as each is 
able, will help promote higher quality and better uti- 
lization of general practice residencies. We especially 
urge Academy members who practice in hospitals that 
conduct these residencies to redouble their efforts to 
make them truly superior training programs. 

The number of residencies approved as of now (204 
hospitals with approximately 900 positions) is almost 
identical to the number approved a year ago. This 
contrasts to the steady increase each year up to that 
time. The committee feels that until the quality of the 
residencies is consistently high, the total number of 
approved programs will remain about constant. At 
every meeting of the committee, efforts are made to 
weed out inferior programs, as well as to encourage 
the development of good ones. So far, it has been 
possible to increase the number of residencies only 
slightly. We do feel, on the other hand, that the train- 
ing offered today in the average approved residency is 
far superior to that provided when the committee was 
organized four years ago. _ 

The Academy representatives are always ready to 
offer advice or assistance to any member or hospital 
staff seeking help in setting up residency programs. 
We shall appreciate suggestions on improving the 
quality of training provided in general practice resi- 
dencies and on methods of stimulating interest among 
new physicians to complete graduate training in gen- 
eral practice before entering practice. 

The Academy members of the Residency Review Com- 
mittee for General Practice are: Louis F. Rittelmeyer, Jr., 
M.D., chairman; Jesse D. Rising, M.D. and William J. 
Shaw, M.D. 

MUSE Committee. The Commission on Education 
has carefully studied the MUSE Committee’s (Com- 
mittee on Minimum Uniform Standards in Education 
for General Practice) report on graduate training, 
which is submitted as a supplementary report of the 
Commission on Education. The commission fully sup- 
ports the basic philosophy expressed in the MUSE 
Committee’s report and specifically commends the 
committee for its recommended educational standards 
for general practitioners in the future. 

In regard to the proposed graduate program, the 
commission offers the following recommendations: 

1. The Proposed Graduate Program 

Under existing circumstances, it is believed that a 
period of at least two years of formal hospital training 
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following attainment of the medical degree is 1:ccessary 
in preparation for the general practice of medicine. 
Time alone cannot, however, serve as a valid measure 


of educational adequacy. The two-year period would y 


minimal even where the other factors of educational qual- 
ity and content are optimal. 

The graduate program in preparation for general 
practice should be planned and implemented as , 
unified whole. The concept of unity is of first im. 
portance. Because the general practitioner is to provide 
continuing medical care, it is important that the prep- 
aration for this kind of practice be designed to assure 
every possible opportunity for the participant to study 
patients over relatively long periods of time. He should 
follow the patient, as necessary, in the outpatient 
service; when indicated, in the home, and certainly 
from one hospital service to another. There should be 
a maximum continuity of assignment to specific services so 
that the program will stress education through con- 
tinuing rather than episodic medical experience. Such 
a unified two-year graduate training program will 
permit and encourage the necessary progression of 
responsibility and content. 

This minimum two-year program should include 
progressive training in the preventive, diagnostic, 
therapeutic and rehabilitative aspects of medicine ina 
very broad sense, as well as training in obstetrics and 
surgery. Training in obstetrics and surgery should be 
a requirement for all programs. Participants who plan 
to practice obstetrics and/or surgery are encouraged 
to spend the major portion of any elective time in such 
training. For those who do not anticipate an obstetric 
or surgical practice, any elective time should be uti- 
ized to further training in other segments of the pro- 
gram. It is urged that the concept of unity be applied 
to any elective period to prevent unduly short assign- 
ments that would offer little of educational value. 

Throughout the two-year program, the trainee 
should have experience provided by regularly assigned 
periods of emergency room service. This should i- 
clude training in the management of trauma. 

Because the care of the ambulatory patient is a 
important part of medical practice, provision of ade- 
quate opportunities for the study of outpatients # 
essential. 

Experience in the care of the newborn infant 
considered an essential portion of the program. 

The proposed minimum two-year program should 
assure the opportunity for adequate preparation of the 
physician to provide medical care to all members of the 
family. In the future, for physicians who are planning 
a predominately obstetric or surgical practice, the 
Academy recommends further training in addition ( 
the basic two-year program. 
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Training in obstetrics should include all phases of 
yormal and abnormal as well as operative obstetrics. 

Training in surgery should offer the resident an 
increasing Opportunity to assist with and perform 
common emergency and elective operative procedures. 
There should be a reasonable balance between the 
ime allocated to assignment in the operating room 
and other aspects of patient care, such as diagnosis, 
preoperative and postoperative care. 

In conclusion, it should be noted that the commis- 
sion believes that all physicians have a moral and 
legal right to engage in any aspect of medical care 
for which they are qualified by training and experie.ce. 
Consequently, any physician who wishes to broaden 
the scope of his practice in any field may do so by 
taking further graduate training, in-hospital sponsor- 
ship training or preceptorship. 

It should be noted that the only differences in the 
MUSE Committee’s proposed graduate program and 
the Commission on Education’s recommendations are 
in the following statements: 

Statements by Commission on Education: 

"Training in obstetrics should include all phases of 
normal and abnormal as well as operative obstetrics. 

“Training in surgery should offer the resident an 
increasing Opportunity to assist with and perform 
common emergency and elective operative proce- 
dures,” 

Statements by the MUSE Committee: 

“Training in obstetrics should include all phases 
of normal and abnormal obstetrics. 

“Training in surgery should offer the resident an 
increasing opportunity to develop a sound foundation 
in the principles of surgical care.” 

USAF Training Program. Dr. Francis L. Land, a 
member of the commission, is liaison officer for the 
Academy with the United States Air Force. A year 
ago, Dr. Land, with Dr. Carleton R. Smith and Dr. 
Malcom E. Phelps, met with the surgeons general of 
the Air Force, Army and Navy to discuss graduate 
training programs in general practice for medical 
officers, 

In September, 1958, Drs. Smith and Land conferred 
with Colonel Edwin W. Turner of the USAF Eighth 
Air Force. As a result of these conferences, the follow- 
ing recommendations were developed: 

That a program for patient care under the general 
practice concept be instituted at certain U.S. Air 
Force bases in order to improve and make more effec- 
tive the total care of Air Force personnel and their 
dependents. This program should encourage: ° 

(1) The concept of family care by one responsible 
physician, and 


(2) A program for the postgraduate education of Air 
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Force physicians in the field of general practice, giving 
due attention to the art of medical practice, as well as 
the science. 

That an information and educational program be 
instituted for military personnel and their dependents 
into the family doctor or general practice concept so 
as to improve doctor-patient relationship by active 
participation of the patient. Thus they may under- 
stand the advantages of being attended by a physician 
of their choosing within the military hospital staff. 

That with the limitations of each individual medical 
facility the outpatient departments be set up in the 
manner of private physician offices, thus improving 
the working conditions and increasing the prestige of 
USAF physicians. 

That the American Academy of General Practice 
will furnish a list of active Academy members within 
a reasonable radius of USAF bases to be appointed as 
civilian consultants to the various hospital commanders, 
and that these consultants have the same rank and 
privileges of other consultants to the hospital com- 
mander. 

That Air Force physicians be encouraged to join and 
attend county medical society meetings. 

That participating Air Force physicians be en- 
couraged to attend national, state and local AAGP 
scientific sessions and seminars. : 

That participating Air Force physicians be required 
to prepare case studies, staff papers and other similar 
professional works for presentation at medical meet- 
ings or for publication 


That the Air Force general practitioner be en- 


couraged to use all of the available civilian educational 
opportunities, including short courses, particularly 
during the first year of his duty. 

That upon completion of this training the USAF 
issue a certification of completion of professional con- 
tinuation training which will be recognized by the 
AAGP. 

The commission further recommends that the Acad- 
emy accept the USAF certification of completion of 
professional continuation training as meeting the re- 
quirements for active membership in the Academy. 


Undergraduate Education 


There have been no major changes in undergraduate 
education during the past year. General practitioners 
are participating in teaching in over half of the medical 
schools, although the amount of participation varies 
from the organized programs at the Universities of 
Kansas, Miami, Mississippi and Tennessee, to an 
occasional lecture by a general practitioner at others. 
A preceptorship program is part of the curriculum at 
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24 medical schools, and in most instances the pre- 
ceptors are selected general practitioners. 

As reported in the education number of the JAMA, 
there are now 85 approved or provisionally approved 
newly developing medical schools in the United States. 
For the ninth consecutive year the number of students 
enrolled reached a new high— 29,473. Total graduates 
for 1958 were 6,861. 

Financial support for medical schools continues to 
be a serious problem for medical educators. A part of 
this problem is the fact that the number of unfilled 
full-time faculty positions has increased tremendously 
in the past year—619 in 1958 as against 331 in 1957. 
This shortage of faculty personnel relates to the 
number required to maintain present quality and quan- 
tity of graduates. An increase in graduates will require 
additional personnel. 

Members of the Commission on Education have 
attended the meetings of the Association of American 
Medical Colleges and the Congress on Medical Edu- 
cation and Licensure, and have been interested in the 
consideration given to improving undergraduate cur- 
ricula and graduate programs. They have participated 
in formal and informal conversation and conferences 
with medical educators from various schools. It is the 
opinion of the commission that all parties have bene- 
fited from this free exchange of ideas. 

In-Hospital Training for Practicing Physicians. Last 
year the Commission on Education submitted a pro- 
gram on in-hospital training for practicing physicians 
as directed by the Board of Directors. The Commission 
on Hospitals also submitted a plan. The Congress of 
Delegates accepted the plans but instructed the two 


commissions to bring back a single plan at (lie 1959 
meeting. 

A joint committee of the two commissions met jp 
June and prepared a single plan. The Commission on 
Education, at its October meeting, studied and ap- 
proved the plan submitted by the joint commitice. The 
recommended plan of the two commissions is being 
submitted as a supplementary report of the Commis. 
sion on Hospitals and the Commission on Education, 

General. The state chapter officers and committee 
members are to be commended for their efforts to 
develop postgraduate programs according to the Def- 
nition of Acceptable Postgraduate Study. It is apparent 
that many more members concerned with planning 
and conducting local or statewide postgraduate pro- 
grams are well indoctrinated in the established policies 
and objectives of the Academy. 

The administrative and secretarial work of the head- 
quarters staff has continued at a high and effective 
level. Information on education policies and programs 
is reaching all groups concerned with educational pro- 
grams for general practitioners. The commission 
wishes to extend a special commendation to Charles 
E. Nyberg and Annette Branham, who handle the ad- 
ministrative and secretarial activities of the com- 
mission. 


Members of the commission are: Carleton R. Smith, o.v., 
chairman; Cecil M. French, M.v.; Thomas A. Keenan, 
M.D.; Horace W. Eshbach, m.v.; Robert H. Tinker, 
M.D.; Mary E. Johnston, M.v.; Francis L. Land, M.0.; 
Jesse D. Rising, M.D.; Thomas A. Sappington, ™.0.; 
and J. Alison Cary, M.D. 


Report of Committee on Minimum Uniform Standards of Education 


(Supplementary Report, Commission on Education) 


Tue Concress or DELEGATES, in 1958, directed the 
Commission on Education to study the MUSE Com- 
mittee report which was submitted to it. For this reason, 
the committee has submitted this report to the Com- 
mission of Education for its study prior to submission 
of the report to the Congress. 


Graduate Training 


The MUSE Committee submits the following report 
for the purpose of defining and explaining its pro- 
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posals regarding minimum educational standards inf 
preparation for general practice. It should be under- 
stood that the recommendations that follow relate to 
minimum standards and are intended to apply onl 
to educational standards for the futwre. Obviously, i 
will require time and effort to translate these proposals § 
into actual programs. Therefore, it is not intended that 
these standards be applied in any way to physicians 
already engaged in general practice. 
The Commission on Membership and Credentials 
proposing a change in the By-Laws to require at leas! 
two years of graduate training for active membership 


beginning January 1, 1965. The MUSE Committee 
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believes this suggested date 
is reasonable and concurs 
in the recommendation. If 
the proposals that follow are 
adopted, there should be 
ample time in the next five 
years to develop a sufficient 
number of graduate pro- 
grams to enable prospective 
general practitioners to 
qualify for Academy mem- 
bership. If these programs 
should develop more slowly 
than anticipated, existing internships and general prac- 
tice residencies should be able to accommodate appli- 
cants during the period of transition. 

The report outlines briefly the committee’s position 
inregard to undergraduate medical education, pointing 
out the importance of including family practice as a 
part of the curriculum. It describes a proposed gradu- 
ate training program that embodies the basic concepts 
ofthe family physician’s function. It provides a realistic 
means whereby physicians desiring to become general 
practitioners may obtain adequate training. The area 
of postgraduate education was not considered by the 
MUSE Committee because the Commission on Educa- 
tion is doing an excellent job in this area and any 
recommendations for a change in standards should 
come from it. 

The committee firmly believes that its proposals for 
aminimum graduate training program are realistic in 
the face of present circumstances. Of these circum- 
slances, two are outstanding in illustrating the need 
for a longer, better-planned minimum graduate train- 
ing program than is contained in the one-year rotating 
internship. These are: 

(1) The increase in scientific knowledge that today’s 
students must acquire makes necessary an increase 
in the time spent in preparation for general practice, 
as well as better use of the allotted time. 

(2) In many teaching institutions the avowed pur- 
pose of undergraduate medical education has changed 
inrecent years. Former emphasis on preparing students 
to become general practitioners has become secondary 
to the purpose of teaching broad principles and basic 
medical concepts to all medical students regardless of 
their future plans. The question is: How can we 
msure the adequate preparation of family physicians 
in the future ? 


Holland T. Jackson, M.D. 


Educational Standards for the Future 


The educational program proposed for future gen- 
eral practitioners is intended to prepare them per- 
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sonally to provide service to patients over broad areas 
of medical care and to coordinate consultations accord- 
ing to the peculiar needs of their patients. The com- 
mittee believes that there will be an increasing need 
for general practitioners who are prepared to provide 
this kind of service. 

‘ Before addressing itself to the new graduate pro- 
gram, the committee wishes to express certain view- 
points in regard to the medical school experience that 
is a necessary requisite to any graduate program. 
Regardless of what his future career may be, the 
physician must have a sound, balanced education in 
the basic sciences and in their clinical applications. 
There is a common fund of knowledge and skills 
needed by all graduates of medical schools. The pro- 
vision of this common fund of knowledge and skills is 
properly the major objective of undergraduate medical 
education. 

The present educational programs in medical schools 
expose the students to specialty viewpoints. To main- 
tain the objective ot providing a sound, balanced 
education, it is highly desirable that the student be 
exposed also to the concept of family practice. Be- 
cause general care is an important part of medical 
practice, medical schools should be encouraged to 


EXTENT OF PRACTICE—1945 AND LATER GRADUATE 
General General 
Medicine plus Medicine plus 
General Limited Major 
Medicine Surgery and Surgery and 
Including Obstetrics- Obstetrics- 
Pediatrics Gynecology Gynecology 
Area (Per Cent) (Per Cent) (Per Cent) . 
NE 9 83 8 
MA 17 77 6 
SA 6 79 15 
ENC 4 76 20 
ESC 65 31 
WNC 2 66 32 
3 45 
2 45 
i 2 
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EXTENT OF PRACTICE—GRADUATES PRIOR TO 1945 


General General 

Medicine plus Medicine plus 

General Limited Majer 
Medicine Surgery and Surgery and 
Including Obstetrics- Obstetrics- 
Pediatrics Gynecology Gynecology 
(Per Cent) (Per Cent) (Per Cent) 


14 69 17 
69 15 


PERCENTAGE CF REPLIES BY TYPE OF PRACTICE 


“General General 

Medicine Medicine 

General plus Limited lus Major 
Medicine Surgery and Surgery and 
Including Obstetrics- Obstetrics- 
Pediatrics Gynecology Gynecology 


31 
30 


develop that phase of medical education «entered 
around the patient, his continuing care, his environ. 
ment and the use of community resources. to the 
fullest extent compatible with the total educational 
program. The means of accomplishing this end are 
ordinarily at the discretion of the administrators and 
faculties of the schools. We believe it is necessary that 
a general practice administrative unit of the faculty 
be established in order to obtain maximum effective. 
ness. 


The Proposed Graduate Program 


Under existing circumstances, it is believed that a 
period of at least two years of formal hospital training 
following attainment of the medical degree is necessary 
in preparation for the general practice of medicine, 
Time alone cannot, however, serve as a valid measure 
of educational adequacy. The two-year period would h # 
minimal even where the other factors of educational quality ® 
and content are optimal. 

The graduate program in preparation for general 
practice should be planned and implemented as a 
unified whole. The concept of unity is of first im- 
portance. Because the general practitioner is to provide 
continuing care, it is important that the preparation 
for this kind of practice be designed to assure every 
possible opportunity for the participant to study pa- 
tients over relatively long periods of time. He should 
follow the patient, as necessary, in the outpatient 
service; when indicated, in the home, and certainly 
from one hospital service to another. There should be 
a maximum continuity of assignment to specific services 
so that the program will stress education through 
continuing rather than episodic medical experience. 
Such a unified two-year program will permit and en- 
courage the necessary progression of responsibility 
and content. 

This minimum two-year program should include 
progressive training in the preventive, diagnostic, 
therapeutic and rehabilitative aspects of medicine ina 
very broad sense, as well as training in obstetrics and 
surgery. Training in obstetrics and surgery should be 
a requirement for all programs. Participants who plan 
to practice obstetrics and/or surgery are encouraged 
to spend the major portion of any elective time i 
such training. For those who do not anticipate an 
obstetric or surgical practice, any elective time should 
be utilized to further training in other segments of the 
program. It is urged that the concept of unity be 
applied to any elective period to prevent unduly short 
assignments that would offer little of educational value. 

Throughout the two-year program, the trainet 
should have experience provided by regularly assigned 
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SA 15 64 
7 59 $48 
ESC 6 51 
Mountain 4 28 69 
Pacific 4 34 
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PERCENTAGE OF REPLIES BY 


periods of emergency room service. This should in- 
dude training in the management of trauma. 

Because the care of the ambulatory patient is an 
important part of medical practice, provision of ade- 
quate opportunities for the study of outpatients is 
essential. 

Experience in the care of the newborn infant is con- 
sidered an essential portion of the program. 

The proposed minimum two-year program should 
assure the opportunity for adequate preparation of the 


the family. In the future, for physicians who are plan- 
ning a predominately obstetric or surgical practice, 
the Academy recommends further training in addition 
to the basic two-year program. 

Training in obstetrics should include all phases of 
normal and abnormal as well as operative obstetrics. 
. Training in surgery should offer the resident an 
increasing Opportunity to develop sound training and 
experience in the principles and practice of surgery. 
There should be a reasonable balance between the 
tme allocated to assignment in the operating room 
and other aspects of patient care, such as diagnosis, 
preoperative and postoperative care. 

In conclusion, it should be noted that the committee 
believes that all physicians have a moral and legal right 
(o engage in any aspect of medical care for which they 
are qualified by training and experience. Consequently, 
any physician who wishes to broaden the scope of his 
Practice in any field may do so by taking further 
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physician to provide medical care to all members of 


graduate training, in-hospital sponsorship training or 
preceptorship. 


Graduate Training Survey 


In September 1958, a questionnaire on graduate 
training for general practice was. mailed to each 
member of the Academy. The data was requested © 
primarily for the use of the Academy’s Committee 
on Minimum Uniform Standards in Education for 
General Practice. The questionnaire was mailed with 
a letter from Dr. Holland T. Jackson, president of the 
Academy and chairman of the MUSE Committee. The 
survey was made possible through a grant from Mead 
Johnson & Company. 

By October 1, a total of 10,800 members had re- 
turned a completed questionnaire. Additional replies 
have been received since, but in order to proceed with 
the tabulation of the data, the 10,800 replies are used 
for this report. 

Extent of Practice. The results show that for the 
United States as a whole, only 7 per cent of the Acad- 
emy members limited their practice to general medi- 
cine, including pediatrics; another 7 per cent do 
limited surgery but no obstetrics. Eighty-six per cent 
include obstetrics and gynecology and limited or major 
surgery. Thirty-six per cent do major surgery in their 
daily practice. 

The data was tabulated for graduates of 1945 and 
later and for those who graduated prior to 1945. It is 
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yiron- 
Moun- Pa- 
NE MA SA ENC . ESC WNC WSC tain cific Total 
Total 4 15 10 23 5 v 13 4 15 1000 
Bl 3 6 4 8 7 9 7 5 5 : 
9 5 6 5 5 4 7 4 
B.3 20 24 24 21 16 21 20 12 15 3 
Be 13 13 18 13 19 13 17 15 20 $3 
14 13 13 15 il 13 
B-6 18. 15 18 23 27 37 34 
B.7 6 5 6 5 5 2. 3 4 4 Es 
15 15 14 10 6 6 7 7 
| Table 4. 


COMBINING PLANS 


NE MA SA ENC ESC WNC 
Total 4 I5 10 23 5 Il 13 2 15 100 
B-1 & 2 14 15 9 14 12 4 il 12 9 
B-3 & 4 33 37 42 34 35 34 37 27 35 
B-5, 6,7, & 8 43 48 49 52 53 52 52 61 56 


Table 5. 


interesting to discover that only 5 per cent of the 1945 
or later graduates limited their practice to general 
medicine, including pediatrics, while 8 per cent of 
the before 1945 do so. For the 1945 and later graduates, 
31 per cent are doing major surgery as against 39 
per cent of the before 1945 graduates. For obstetrics 
and gynecology, 88 per cent of the 1945 and later 
graduates included it as against 77 per cent of the 
before 1945 graduates. 

Variation in Practice by Regions. The replies were 
sorted and tabulated by major geographic regions in 
order to ascertain the differences in practice by area. 
These regions are: 

NE—New England (Maine, New Hampshire, Ver- 
mont, Massachusetts, Rhode Island, Connecticut) 

MA— Middle Atlantic (New York, New Jersey, Penn- 
syluania) 

SA— South Atlantic (Delaware, Maryland, District 
of Columbia, Virginia, West Virginia, North Carolina, 
South Carolina, Georgia, Florida) 

ENC—East North Central (Ohio, Indiana, Illinois, 
Michigan, Wisconsin) 

ESC— East South Central (Kentucky, Tennessee, Ala- 
bama, Mississippi) 

WNC— West North Central (Minnesota, lowa, Mis- 
sourt, North Dakota, South Dakota, Nebraska, Kansas) 

WSC— West South Central (Arkansas, Louisiana, 
Oklahoma, Texas) 

Mountain— (Montana, Idaho, Wyoming, Colorado, 
New Mexico, Arizona, Utah, Nevada) 

Pacific— (Washington, Oregon, California) 

Comparing the data by regions for the two major 
age groups, it appears that the region in which a gen- 
eral practitioner locates determines, to a large degree, 
the extent that major surgery and obstetrics and gyne- 
cology are included in a general practice. A much 
smaller per cent of the recent graduates are limiting 
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their practice to general medicine, including pedia- 
trics, than older physicians. However, fewer young 
general practitioners are including major surgery. 
This situation may be due to a natural development 
that as physicians become older they encourage the 
young practitioners to take over the obstetrics in their 
area. Some also have developed their skills and know/- 
edge in surgery and have gradually acquired a larger 
surgical practice. 

Graduate Training for the Future. Members were 
asked to select one plan of graduate training from 
among eight plans offered. The question was: 

B. If you could do it over and were financially able to 
devote two or three years to graduate training after 
graduation from medical school, which of the sug: 
gested programs listed below would you prefer? 

_ (Assume that an internship, as it is now constituted. 
is not required for licensure or for appointment to « 
residency.) 

Please check only one. (Read all choices before check- 
ing one.) 

1. One-year rotating internship. 

2. Two-year rotating internship. 

3. One-year rotating internship PLUS one year ofa 
general practice residency. 

4, One-year rotating internship PLUS two years o! 
a general practice residency. 

5. No rotating internship, BUT upon graduation 
two years of residency training with the first year 
general medicine; the second year in obstetrics, 
gynecology and surgery, PLUS outpatient service 
throughout the two years. 

6. No rotating internship, BUT upon graduation, 
three years of residency training with the first year 
general medicine; the second year in obstetrics, gy! 
ecology and surgery, PLUS outpatient service through 
out the first two years; the third year devoted to surgery 
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7. No rotating internship, BUT upon graduation 
three years of residency training with the first year in 
ral medicine; the second year in obstetrics, gyne- 
cology and surgery, PLUS outpatient service through- 
out the first two years; the third year devoted to obstet- 
ris and gynecology. 

8, No rotating internship, BUT upon graduation 
three years of residency training with the first year in 
general medicine; the second year in obstetrics, gyne- 
cology and surgery, PLUS outpatient service through- 
out the first two years; the third year devoted to general 
medicine. 

In Table 3, the column headed “Total” shows the 
percentage of the total respondents’ (10,800) choice of 
programs. The other percentages indicate how the 
total in that group is divided according to type of 
practice. 

The plans included in B-5, B-6, B-7 and B-8 are 
similar except for the third year. Fifty-one per cent of 
the respondents selected the plans that offer residency 
training immediately after graduation—no rotating 
internship. 

Twenty per cent of the members think that a grad- 
uate program of one-year rotating internship plus one 
year of general practice residency is best. Another 16 
per cent prefer one-year rotating internship followed 
by two years of general practice residency. The re- 
maining 13 per cent selected a one- or two-year rotat- 
ing internship. 

It is significant that 87 per cent of the members be- 
lieve one or more years of residency training desirable 
before entering practice. 

Considering the figures in the distribution of selec- 
tion of graduate training programs by regions, it is 
significant that the plan B-8 (two years of general 
practice residency plus a third year in general medi- 
cine) is popular only in the east coast regions. Plan 
B-3 (one year of rotating internship plus one year of 
residency) is selected by about the same percentage 
of members in each region. The choice of B-4 (one 
year of rotating internship plus two years of residency) 
is also fairly consistent by regions. 

Table 5 shows selection of the graduate training 
plans combined by three basic types. Note that in all 
except three regions the graduate training plan of no 
rotating internship but a general practice residency 
immediately after graduation is selected by over 50 
per cent of the members. 

Reasons for Not Completing a General Practice Resi- 
dency. The question presented was as follows: 

C. Please rate (1, 2, 3, et cetera) in order of. impor- 
tance the reasons why physicians planning a career in 
general practice do not complete residency training 
before entering general practice: 
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Good opportunity to start practice upon com- 
pletion of internship. 

Residency program only repeats internship 
experience. 

———Financial and family obligations necessitate 
starting practice before residency training. 

———Unable to locate a residency program that 
would provide training desired. 

Preferred one or two years of training in a 
specialty residency. 
Others: 

No attempt was made to tabulate these ratings by 
type of practice. The 10,800 respondents provided 
35,138 ratings in this section covering the five choices 
given. 

Fifty-nine per cent of the members who rated these 
questions rated financial and family obligations as the 
chief reason for starting practice before residency train- 
ing. Another 19 per cent rated good opportunity to start 
practice upon completion of internship as the main 
reason for not taking a residency. These two reasons 
combined are rated first by 78 per cent of the members. 

The breakdown of these by 1945 graduates and later 
and graduates prior to 1945 showed no significant dif- 
ference. Seventy-six per cent of the 1945 and later 
graduates rated financial obligations and good oppor- 
tunity first, while 80 per cent of the prior to 1945 
graduates rated them first. 

The pattern shown in Table 6 on rating the reason 
for not taking a residency carried through each region. 

Over 1,500 members took time to write in other rea- 
sons or comments on the question of graduate training. 
It is of course impractical to summarize all the com- 
ments in this report. There were many comments on 


REASONS RATED BY PER CENT OF TOTAL 


Wes 


First Seond Third Fourth Fifth 
23 10 3 

39 22 15 8 

18 26 27 20 

ll 22 26 29 

9 20 26 40 


Table 6. 
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Financial 
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Unable to locate 
Fesidency 
Repeats internship 
Preferred specialty 


the weaknesses of the internship programs—too much their internship felt that such experience jad ad. 

routine work without any advanced training and vanced them beyond the training offered in the majority 

responsibility. Others commented on the disadvan- _ of residencies. 

tages of continued graduate training of two or three 

years which did not offer any real experience in the Members of the MUSE Committee are: Holland T. 

general practice of medicine. Jackson, M.D., chairman; Charles C. Cooper, m.v.; J. §, 
There was considerable support for a period of pre- | DeTar, m.v.; Carleton R. Smith, M.v.; Mary E. John. 

ceptorship with a general practitioner prior to be- _ ston, M.D.; William J. Shaw, M.D.; Louis F. Rittelmeyer, 

ginning practice. Many of the younger physicians who ——Jr., M.D.; John P. Lindsay, M.v.; and Carroll B. An. 

had two or three years of military duty after finishing drews, M.D. 


Fellows. 
From Where? 
To Where? 


IN SELECTING THE STUDENTS on whom we pin our hopes for future scientific leadership, ability, 
as best we can measure and predict it, is surely the factor to which we should give greatest 
weight. Thus, in many of the most respected fellowship programs selection is made on the 
basis of ability alone, without regard to other considerations. 

If selecting fellows for this or the next few years were the only problem to consider, ability 
would suffice and we would not have to consider other aspects of fellowship programs. But 
there are also the problems of increasing the total supply of potential fellows, and of multiply. 
ing the sources from which they come and the institutions at which they can profitably continue 
their studies. The selection of fellows on the basis of ability alone, and from the nation asa 
whole, does little to help solve these problems. Some critics even contend that the problems 
are aggravated by an unduly high concentration of talent in a few outstanding institutions. 
There has long been wide agreement that the existence of some universities of very high quality 
is good for all universities. Exceptionally high quality is not only good in itself but has the 
additional value of providing models for other universities to emulate. But if the best insti- 
tutions are to serve as effective models the others must be able to follow; those that straggle 
too far behind lose sight of the leaders. 

Thus an argument can be made for awarding some fellowships to students who are the best 
in their region or university, even though not the best in the nation. It is this argument that 
prevailed when the fellowship provisions of the National Defense Education Act of 1958 were 
drawn up. Those provisions were designed to increase “‘the facilities available in the nation 
for the graduate training of college or university level teachers and of promoting a wider geo- 
graphical distribution of such facilities throughout the nation.” Accordingly, fellowships are 
to be awarded upon recommendation of individual universities which have made arrangements 
with the Office of Education for help in financing programs designed to increase the number 
of persons prepared for teaching in institutions of higher education. 

Graduate programs may be new or may be expansions of older programs, and the programs 
and their accompanying fellowships may be in any field in which there is a substantial need 
for additional college teachers. Clearly some will be in science and mathematics. 

Fellowships can be awarded for up to three years. The authorized number is 1,000 during 
the first year and 1,500 during each of the three succeeding years. Stipends will be $2,000 for 
the first year beyond the baccalaureate degree, $2,200 for the second year, and $2,400 for the 
third year, plus in each case an additional $400 per year for each dependent. 

Some of these fellowships will almost certainly be awarded to students who would not 
qualify for National Science Foundation fellowships, which are awarded primarily on the basis 
of ability and which are national in character. But that fact represents neither rejection nor 
criticism of the NSF program. The new program is complementary rather than competitive 
NSF fellowships will continue to reward and encourage graduate students of highest promise 
wherever they are found. The new fellowships, plus grants to the universities of up to $2,500 
per academic year for each fellow, are intended to increase the number and to widen the ge0- 
graphic distribution of excellent graduate students, and of universities that offer graduate 


work of high quality.—Science, 128 : 3,332, Nov. 7, 1958. 
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Discovering Ourselves. 3rd ed. By Edward A. Strecker, M.D. and 
Kenneth E. Appel, M.D. Pp. 303. Price, $4.75. The Macmillan 
Company, New York, 1958. 

Tats BOOK would be a valuable addition to any general 
practitioner’s library. It is well written and discusses the 
subject of mental health in all phases of early childhood 
influences that may relate to the problems of adult life. It is 
of special interest to the reader in that he can really discover 
his own physical make-up in regard to mental problems, 
thereby giving him valuable information and understanding 
that can be used in the diagnosis and care of the mental 
patient. 

The only criticism that can be offered is the repetition 
involved in tracing the chronologic development of each 
separate mental health condition. 

The fact that this book, by popular demand, is now in its 
third edition testifies to its popularity. 

—M. C. WicINTON, M.D. 
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The Infantile Cerebral Palsies. By Eirene Collis. Pp. 100. Price, $3. 

Charles C Thomas, Springfield, Ill., 1957. 

THE PROBLEM of cerebral palsy in an infant frequently con- 
stitutes a major disaster for the patient’s family. It poses a 
major challenge to the pediatrician or general practitioner 
responsible for the child’s welfare; frequently he will want 
expert opinion from the neurologist to accurately delineate 
the lesion, and from the orthopedist or orthopedic clinic for 
assistance with treatment. 

Through the so-called **dynamic approach,” the authors 
have laid down very simply the fundamentals for diagnosis 
and home treatment of the various disorders grouped as the 
infantile cerebral palsies. Diagnostic pitfalls are described ; 
emphasis is placed on careful observation of the child at 
various ages, comparing his behavior with that of the nor- 
mal. Although it is pointed out that mental deficiency of 
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= variable degrees is frequently concomitant with impairment 
> $2,508 of motor function, it is emphasized that too frequently the 
the ge" child with intact intellectual processes is branded as de- 


radualt & ficient due to failure of the examiner to discern the normal 


intelligence concealed by the facade of motor dysfunction. 
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Practitioner's Bookshelf 


Techniques of diagnosis and management are clearly 
described, using typical cases for illustration. The impor- 
tance of the mother and the family environment is stressed ; 
the role of institutional help is defined. In many instances 
the directions to the mother for home care, the exercises to 
be employed, could be copied almost verbatim from the text. 

The final chapter outlines the author’s guiding principles 
for organizing a cerebral palsy clinic. 

This brief, simply written monograph should do much to 
advance interest in cerebral palsy by elucidating the prob- 
lem of evaluation and presenting a workable hypothesis of 
treatment, well within the scope of any general practitioner 
interested in managing this disorder. 

—Daniet M. Rocers, M.D. 


Hemophilic Arthropathies. The Principles and Practice of Orthopaedic 
Treatment. By Henry H. Jordan, M.D. Pp. 255. Price, $8.50. 

Charles C Thomas, Springfield, Ill., 1958. 

THis TEXT is well written and documented for this particular 
subject. It accomplishes its mission of showing that this 
work can be carried on only in a highly specialized manner. 

The case histories, although quite readable, interesting 
and showing results to the point, could be omitted. 

The value of the book to the general practitioner is to 
indicate that the orthopedic patient is to be sent to the 
institution named, since no others are available. The book 
is intended more for the orthopedic surgeon than for the 
general practitioner. —W. M. Moncrier, M.D. 


Elements of Biophysics. By James E. Randall, Ph.D. Pp. 333. 
Price, $8. The Year Book Publishers, Inc., Chicago, 1958. 
For THE last decade there has been an increasing need for 
a textbook that might be used as a convenient source of 
information regarding the physical principles that underlie 
biologic phenomena and their observation. Elements of Bio- 
physics successfully fulfills this need. For the proper under- 
standing and application of physics, there is a minimum of 
mathematical knowledge which must be obtained. The first 
four chapters of Elements of Biophysics clearly and simply 
discuss quantitation, mathematical concepts, measurement 
and instrumentation, and statistics in a style which is actu- 
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therapeutic * Chymar Aqueous or in Oil alleviates in- 
flammation regardless of cause, regardless of type, re- 
gardless of site. Absorption of edema and blood extrav- 
asates is accelerated with relief of pain and restoration 
of impaired local blood and lymph circulation. 


prophylactic * Chymar Aqueous or in Oil, when given 
early enough, averts inflammatory tissue reaction and 
edema, hastens absorption of hematoma, relieves mus- 
cle spasm in traumatic injuries. 


adjunctive * Chymar Aqueous or in Oil supplements 
antibiotic action in treatment of local infections. “‘The 
simultaneous administration of an antiphlogistic agent, 
such as chymotrypsin, with a bacteriostatic drug makes 
the patient comfortable almost at once.”* 


C HY MAR AQUEOUS OR IN OIL 


Chymotrypsin 


and Latoni, J.: Antibiotic Med. A M 0 U 


ARMOUR PHARMACEUTICAL COMPANY Kankakee, wuinois/ Armour Means Protection 
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ily pleasing to kinetic molecular theory, acoustics, fluids, 
ceetricity and electromagnetic energy as these apply to 
hiology and medicine. The remaining six chapters are con- 
cmed with nuclear physics and radiation in biology. 

The book is printed in a convenient 514x8 inch size. The 
uble of contents and index are complete so that material 
an be located quickly. The text is amply illustrated and 
written in an interesting and readable style. 

This book should be required reading for all medical stu- 
dents studying physiology, graduate students in biology, 
and research fellows in medicine. It is obviously not written 
forthe average general practitioner. However, if he is espe- 
dally interested in understanding the physical principles 
that underlie the instruments he uses, or in the physiology 
ofthe patients he treats, this book will be most rewarding. 

—LawreENce S. LILIENFIELD, M.D. 


lesions of the Lower Bowel. By Raymond J. Jackman, M.D. Pp. 

347. Price, $15.50. Charles C Thomas, Springfield, Ill., 1958. 
Tals BOOK contains 336 pages devoted primarily to tech- 
niques and procedures of examination and diagnosis. 
Description of treatment is minimized, although a few good 
tips on treatment of some of the commoner conditions are 
given. Good black and white diagrams and illustrations are 
well placed and easily understood. The color plates are 
superb and the endoscopic photographs some of the best I 
have seen. All the color plates and photographs are collected 
in one section presumably for reference purposes, although 
Iwould prefer having them interspersed in the text as well. 

One receives the impression that Dr. Jackman has written 
this book for the general practitioner. I highly recommend 
it for study, review and for reference to any physician who 
examines, diagnoses or treats any lesions of the lower bowel. 

—Joun C. Ety, 


Progress in Arthritis. Edited by John H. Talbott, M.D. and L. Max- 
well Lockie, M.D. Pp. 456. Price, $12.50. Grune & Stratton, 
Ine., New York, 1958. 

THERE ARE 34 contributors to this book, each of whom has 
written alone, or in collaboration, a section of the book. 
The text contains 27 sections or chapters on the various 
types of arthritis, including rheumatoid arthritis and its 
several varieties and treatments, on arthritis in the hand, 
medicolegal aspects, rehabilitation, prophylaxis and man- 
agement of rheumatic fever, osteoarthritis, gout, the heart 
in connective tissue diseases, arthropathy in the collagen 
diseases, etc. 

The authors of the various sections or chapters are 
some of the most outstanding men in the research, teaching 
and practice of rheumatology. They are especially well 
qualified on their specific topics. 

_ The book is excellently printed and published. The 

illustrations are clear. The references at the end of each 

chapter are excellent, and the index is quite adequate. 

The information is up to date; is on the whole not 
controversial; and is quite adequate for the genetal prac- 
litioner, the internist or even the beginner. 

Drs. Talbott and Lockie, in the preface, state that the 
subjects were selected from the broad field of arthritis, 
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rheumatism and connective tissue disorders. The editors 
state that the rapid changes taking place in the field of 
arthritis, stimulated by such outstanding research men 
as Philip Hench, Russell Cecil, Walter Bower and Ralph 
Boots have brought other inquisitive and investigative 
minds and disciplines into the field. The use of adreno- 
cortical steroids has lent such impetus to research that 
this evaluation of the “progress” in arthritis is timely. 

Since I have a special interest in arthritis, this volume 
is of more than usual interest to me. I believe it will be of 
great value to all those who handle arthritics in their 
practice, as well as to those who are doing research or who 
are interested in some of the present research. This is an 
interesting and readable book and a distinct contribution 
to the medical literature. —E pert T. PHELPS, M.D. 


Electronic Instrumentation for the Behavioral Sciences. By Clinton C. 
Brown, Ph.D. and Rayford T. Saucer, Ph.D. Pp. 160, Price, 
$5.50. Charles C Thomas, Springfield, Ill., 1958. 

Fottowinc A relatively elementary introduction to the 

theory of electronics (including the language), this little 

book provides readable discussions on vacuum tubes, 
amplifiers, power supplies and other components of the 
measuring and recording systems commonly used in 
clinical and experimental medicine. There are valuable 
special sections on transistor theory and applications, and 
the set-up of a laboratory shop. Illustrations are simple. 
The novice reader is required to start at the beginning, 
for the discussion is often dependent on an understanding 
of previous sections. Even at that, he may soon be over | 
his head. The statement that “no previous knowledge of 
electronics is required of the reader” may be contested. 
Nevertheless, there is a real need for this kind of hand- 
book for the investigator in biology and medicine. Many 
who work with electronic instrumentation are inspired to 
attempt to understand the general principles and some- 
thing of the circuit design of the devices with which they 
work. For such, this book is a valuable addition to the 
library. —Joun C. Rose, M.D. 


Viral Encephalitis. Edited by William S. Fields and Russell L. 
Blattner. Pp. 225. Price, $7. Charles C Thomas, Springfield, 
1958. 

THIS VOLUME presents a clear and concise view of the 

problems of viral encephalitis. It consists of presentations 

from the Symposium on Viral Encephalitis held in Houston, 

Tex. in 1955 and contains contributions from several out- 

standing physicians. The subject is very adequately 

covered; however, I believe that this is not_a textbook for 
the general practitioner but would serve as a valuable 

reference book. —Crcit M. FRENCH, M.D. 


The Bases of Treatment. By Neuton S. Stern, M.D. and Thomas N. 
Stern, M.D. Pp. 176. Price, $4.75. Charles C Thomas, Spring- 
field, Ill., 1957. 

Tuis BOOK describes fundamental principles of therapy 

which should be true, regardless of the miracle drugs dis- 

covered. It should be of great value in forming mature atti- 
tudes toward therapy. Emphasis is placed upon the accurate 
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Quiescence needed 


in medical illness in surgery _ in obstetrics 


One of the most versatile agents known, PHENERGAN helps smooth the man- 
agement of patients under medical, surgical, or obstetrical stress without 
depressing vital functions. For many areas of general and specialty practice, 
PHENERGAN has these actions for these benefits: 

Sedation: Relieves fear, promotes sleep, encourages cooperation, reduces 
postoperative excitement—widely useful in obstetrical and surgical sedation. 
Antiemesis: Prevents and controls nausea and vomiting associated with 
motion sickness, surgery, pregnancy, or reflex mechanisms. 

Antiallergy: Gives potent and prolonged antihistaminic control of many 
allergic reactions. 

Drug potentiation: Reduces dose requirements of anesthetics, barbiturates, 
and narcotic analgesics—an important aid to perisurgical and obstetrical 
management. 


PHENERGAN’ 


HYDROCHLORIDE 
Promethazine Hydrochloride, Wyeth 
INJECTION * TABLETS » SYRUP + SUPPOSITORIES 


Comprehensive literature supplied on request 


® 
Philadelphia 1, Pa. 


opi 
the: 

| 

= : 
2 é 
a 

the 
inl 
str 
th 
: 

T 
re 
hi 

. 

b 

St 

tl 

\ . 


diagnosis in treatment and the variations in therapy through 
enatural history of disease processes. 

The authors place great stress on the psychogenic aspects 
ofdisease, emphasizing the importance of the interrelation- 
siip of patient and physician. It is noted that disturbances 
my be caused by the doctor and his ministrations, and this 
topic is ably discussed. 

Finally, the authors examine, most capably, the rational 
we of drugs and give many examples of modern treatment 
illustrate therapeutic principles. All of this should enable 
thegeneral practitioner to choose intelligently from myriads 
of treatment available to him. This text should be given 
high priority for the general practitioner’s bookshelf. 

—S. A. GARLAN, M.D. 


A Primer on Common Functional Disorders. By Jack W. Fleming, 
M.D. Pp. 170. Price $5. Little, Brown ¢> Company, Boston, 1958. 
Tuisis an excellent volume which should be of considerable 
value to men engaged in general practice. It actually 
presents practical diagnostic methods and management in 
an intelligent and simplified manner. The illustrations are 
interesting and educational. The writer is to be com- 
mended for his fine work. —Francis L. Lanp, M.D. 


The Principles and Practice of Medicine, 4th ed. By Sir Stanley 
Davidson. Pp. 1,067. Price, $8. Williams ¢> Wilkins Company, 
Baltimore, 1958. 

Tuis is a thoroughly competent textbook of medicine, 

covering the major body systems and their diseases con- 

cisely and adequately. It would appear to be primarily 
written for the medical student, although any one could 
read it with profit, particularly the sections on diseases of 
the cardiovascular system; tropical diseases and helminthic 
infestation ; and disturbances in water and electrolyte bal- 
ance. Naturally, many of the medications recommended are 
from the British Pharmacopoeia and ring somewhat 
strangely on the American ear; but this detracts little from 
the general over-all worth of the material presented. 

—RIcHARD R. CHAMBERLAIN, M.D. 


Orr's Operations of General Surgery. 3rd ed. By George A. Higgins, 
M.D. and Thomas G. Orr, Jr., M.D. Pp. 1,016. Price, $20. 
W. B. Saunders Company, Philadelphia, 1958. 

THis BOOK covers the most elementary basic information 
regarding surgery, particularly wounds, treatment and 
sutures, and gives a comprehensive presentation of the 
present-day, well-accepted, time-proven standard tech- 
niques for operations on the various parts of the body. It is 
easy to read, well written and the paper and print are 
satisfactory. Descriptions of techniques are simplified by 
beautiful illustrations throughout the entire volume. 

Because of these factors, this text is an excellent refer- 
ence on general surgery. It gives sources of dependable 
material on operations, even on those that a general prac- 
titoner does not perform. 

I compare this book favorably with a volume I received in 
1945. It has retained all the good in the old and has 
screened and added the good of recent advances which have 
thus far been proved. —Ho.tanp T. Jackson, M.D. 
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VAGINAL CREAM 
THE MODERN CHEMICAL SPERMICIDE 


Preceptin 


VAGINAL GEL 
THE SPERMICIDAL GEL WITH BUILD-IN BARRIER 


PRESCRIBED WITH CONFIDENCE FOR 
SIMPLE, EFFECTIVE CONTRACEPTION 
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9 BROADER 


BENEFITS 
2 to 3 times higher B,, levels 
3 to 4 times longer B,, duration 
than with aqueous injectables 
plus excellent tissue tolerance 


low cost-—exceptional stability 


(REPOSITORY VITAMIN B,2 INJECTION) 
SUPPLIED: 

S. D. cial Drain) vials— 

BREON each = contains 1,000 

megs. of Vitamin B, > activi- 

ty (cobalamin concentrate). 

GEO. A. BREON & CO., New York 18, N. Y. 


REFERENCES: 1. Sobell, S.D., and Arnold A.: Prolonged Elevated Serum Levels of Vitamin Biz Following Its Intramuscular Injection as a Depot 
Preparation (to be published). 2. Arnold, A.; Berberian, D. A., & Sobell, S. D.: Am. Pract. & Digest Treat. 9:1835, 1958. 
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yearbook of Drug Therapy, 1958-1959. Edited by Harry Beckman, 

MD. Pp. 569. Price, $7.50. The Year Book Publishers, Inc., 

Chicago, 1959. 

Tuk AMAZINGLY rapid proliferation of new drugs makes 
\eeping up with the literature on drug therapy a practical 
impossibility. Many of us have come to depend on the Year 
Buk of Drug Therapy with its abstracts of the world’s 
nedical literature as a partial solution. The solution is not 
complete because the abstracts necessarily cover a twelve- 
nonth period which closes approximately six months before 
the book’s publication date. 

Dr. Beckman has skillfully performed the immense task 
of abstracting nearly 500 articles from over 100 journals. 
The selection of articles is good, and the abstracts present 
the “meat” of each article in one page on the average. De- 
tails of method are necessarily sketchy, but one wonders, 
ater reading good abstracts, whether original papers really 
need to be as long as they are. The editor’s comments on 
some of the offerings are interesting and enlightening, and, 
ifone were to find a fault with the book, it would be that 
there are too few of these editorial comments. 

As persons familiar with this series know, the book is 
well printed and bound, and is complemented with both a 
subject index and an author index. 

I like it. —Jesse D. Risinc, M.D. 


Kaposi's Sarcoma. By Samuel M. Bluefarb, M.D. Pp. 171. Price, 
$5.50. Charles C Thomas, Springfield, Ill., 1957. 


Tals MONOGRAPH brings the historic and clinical picture of 
this specific disease, multiple idiopathic hemorrhagic 
sarcoma, up to date. The many manifestations and appear- 
ances of this malignancy are presented and thoroughly dis- 
cussed, 

The author has a lucid and entertaining style and has 
prepared an excellent index for quick reference. The author 
is to be further complimented as there is little of the 
literature available in our own language and he has, indeed, 
produced practically the only discussion of Kaposi’s sar- 
coma available. This monograph should be on the reference 
shelf of every hospital and skin clinic. 

—Fowunt RICHARDSON, M.D. 


Also Received 


ALTHOUGH GP endeavors to publish as many reviews of books as 
possible, space will not permit the review of all books received 
from publishers, 


Annual Epidemiological and Vital Statistics, 1955. By World Health 
Organization. Pp. 699. Price, $12. Columbia University Press, 
2960 Broadway, New York, 1958. 

Bailliere’s Pocket Book of Ward Information, 9th ed. By Marjorie 
Houghton, M.B.E. Pp. 216. Price, $2.50. Williams ¢ Wilkins 
Company, Baltimore, 1958. ‘ 

The Basic and Clinical Research of the New Antibiotic, Kanamycin. 

Annals of the New York Academy of Sciences. Vol. 76, Art. 2. 
Otto v St. Whitelock, editor-in-chief. Pp. 408. Price, $5. The 
New York Academy of Sciences, New York, 1958. 


The Birth of Normal Babies. By Lyon P. Strean, Ph.D. Pp. 194. 
Price, $3.95. Twane Publishers, Inc., 31 Union Square West, 
New York, 1958. 

Courtroom Medicine. By 28 Authorities in Various Fields of Medicine. 
Compiled and edited by Marshall Houts. Pp. 511. Price, $14. 
Charles C Thomas, Springfield, Ill., 1958. 

Current Concepts of Positive Mental Health. Monograph Series No. 1, 
Joint Commission on Mental Iliness and Health. By Marie Jahoda. 
Pp. 136. Price, $2.75. Basic Books, Inc., New York, 1958. 

Economics of Mental Iliness. Monograph Series No. 2, Joint Commis- 
sion on Mental Iliness and Health. By Rashi Fein. Pp. 164. Price, 
$3. Basic Books, Inc., New York, 1958. 

Enzymes in Blood. Annals of the New York Academy of Sciences. Vol. 
75, Art. 1. Otto v St. Whitelock, editor-in-chief. Pp. 384. Price, 
$5. The New York Academy of Sciences, New York, 1958. 

Evolution of the Speech Apparatus. By E. Lloyd DuBrul, D.D.S. Pp. 
103. Price, $4.75. Charles C Thomas, Springfield, Ill., 1958. 

Expert Committee on Health Statistics. Fifth Report. WHO Technical 
Report Series No. 133. Pp. 22. Price, $0.30. Division of Editorial 
and References, World Health Organization, Palais des Nations, 
Geneva, Switzerland. 

Food and You. By Edmund Sigurd Nasset. Pp. 166. Price, $1.25. 
Barnes & Noble, Inc., New York, 1958. 

Handbook of Cardiology for Nurses, 3rd ed. By Walter Modell, 
M.D. and Doris R. Schwartz, R.N. Pp. 328. Price, $4.50. 
Springer Publishing Co., Inc., New York, 1958. 

Human Blood in New York City. A Study of Its Procurement, Distribu- 
tion and Utilization. General director of study, H. D. Kruse, M.D. 
Pp. 147. New York Academy of Medicine, New York, 1958. 

Lymphocytes and Plasmacytes in Metabolism. Annals 
of the New York Academy of Sciences. Vol. 71, Art. 6. By Margaret 
A, Kelsall and Edward D. Crabb. Pp. 293-338. Price, $2. 
The New York Academy of Sciences, New York, 1958. 

Measurement of Levels of Health. Report of a Study Group. WHO 
Technical Report Series No. 137. Pp. 29. Price, $0.30. Division 


of Editorial and References, World Health Organization, Palais 


des Nations, Geneva, Switzerland, 1957. 

The Medical Clinics of North America. Nationwide Symposium. Com- 
mon Pain Problems. Howard C. Coggeshall, M.D., consulting 
editor. Pp. 1,748. W. B. Saunders Company, Philadelphia, 1958. 

A Medical Word Finder. By J. E. Schmidt, M.D. Pp. 440. Price, 
$7.50. Charles C Thomas, Spring field, Iil., 1958. 

Methods for Research in Human Growth. By Stanley M. Garn, Ph.D. 
and Zui Shamir, M.D. Pp. 121. Price, $4.75. Charles C 
Thomas, Spring field, Ill., 1958. 

The Planning of the International Meetings. Issued by Council for 
International Drganizations of Medical Sciences, UNESCO and WHO. 
By Delafresnaye. Pp. 113. Price, $2.50. Blackwell Scientific 
Publications, Oxford, England, 1958. 

Polysaccharides in Biology. Transactions of the Third Conference, 
May 29, 30 and 31, 1957. Editor, Georg F. Springer, M.D. Pp. 
249. Price, $4.75. Josiah Macy, Jr. Foundation, New York, 1958. 

Spinal Anesthesia. By John B. Dillon, M.D. Pp. 61. Price, $3. 
Charles C Thomas, Springfield, Ill., 1958. 

Surgery in World War Il. Orthopedic Surgery in the Mediterranean 
Theater of Operations. Edited by Col. John Boyd Coates, Jr., MC, 
Mather Cleveland, M.D. and Elizabeth M. McFetridge, M.A. 
Pp. 368. Price, $4. Office of the Surgeon General, Department 
of the Army, Washington, D.C., 1957. 


Third Tissue H tr ion Conf ce. Annals of the New . 


York Academy of Sciences, Vol. 73, Art. 3. Otto v St. Whitelock, 
editor-in-chief. Pp. 539-868. Price, $5. The New York Academy 
of Sciences, New York, 1958. 
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Brooklyn 6, New York “Trade 
References: 1. Burrell, Z. L., et al. 
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provides: 


SPECIFIC 
ANTIARRHYTHMIC 
EFFECT 


in ventricular and auricular extrasystoles, 
paroxysmal auricular and ventricular 
tachycardias, paroxysmal auricular 
fibrillations, Wolff-Parkinson-White 
syndrome, bigeminy, and non-chronic 
auricular fibrillation. 

Vistaril appears to act directly on the 
myocardium, since in many patients normal 
sinus rhythm is restored within minutes 


OUTSTANDING 


SAFETY 


The safety of Vistaril has been especially 
noted by investigators. 


“The drug wasfoundsafe, easily administered, 
and nontoxic in all cases. No untoward 
effects occurred in any patient when the 
drug was given either orally, intramuscularly, 
or intravenously. This is a definite advantage 
over other agents in general use.’’! 


AND EFFECTIVE 
CALMING ACTION 


Vistaril also provides the calming and 
tranquilizing properties so valuable in 
cardiac patients. 


The following dosage regimen is rec- 
ommended (Individualized by the physician 
for maximum effectiveness) : 


Oral dosage: Initially, 100 mg. daily in divided 
doses until arrhythmia disappears. For 
maintenance or prophylaxis, 50-75 mg. daily in 
divided doses. 


Parenteral dosage: 50-100 mg. (2-4 cc.) I.M. 
stat., and q. 4-6 h., p.r.n.; maintain with 25 mg. 
b.i.d. or t.i.d. In acute emergency, 50-75 mg. 
(2-3 ec.) I.V. stat.; maintain with 25-50 mg. 
(1-2 ec.) L.V. q. 4-6 h. 


Supply: Vistaril Capsules, 25 mg., 50 mg. and 
100 mg. Vistaril Parenteral Solution, 10 cc. vials 
and 2 cc. Steraject® cartridges. Each cc. contains 
25 mg. hydroxyzine (as the hydrochloride). 
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Program Announced for Third Annual Infectious Disease Symposium 


Viral, Bacterial Infections Key Subject 
Areas for AAGP-KU Sponsored Symposium 


Tue Third Annual Symposium on Infectious Diseases 
“ill be held on Friday, September 25, at the Univer- 
ity of Kansas Medical Center, preceding the two-day 
nnual State Officers’ Conference in Kansas City. 

Offering six hours of Category I credit for attend- 
nee, the symposium will again be sponsored by the 
Academy and the Postgraduate Education Department 
fthe University of Kansas School of Medicine, through 

grant from Lederle Laboratories. 

This year’s program will center on two subject areas 
|-acute bacterial infections and viral infections. Last 
year’s symposium set an attendance mark of 526, a 
record that the 1959 symposium planners hope to 
reach and surpass. 

The morning program will cover enteric, pulmonary 

bnd urinary infections. The afternoon program will 
focus on the use of fluorescent light in diagnosing viral 
Hliseases. In the next few years this procedure is ex- 
pected to bring about dramatic results in the diagnosis 
pf this often illusive malady. 
Following both the morning and afternoon indi- 
‘idual presentations, there will be panel discussions, 
oderated by Dr. Robert W. Weber, assistant profes- 
por of medicine and microbiology at the medical center, 
‘ho has starred in that role for the past two years. 

An outstanding symposium faculty will be com- 
prised of Drs. Mark H. Lepper, Chicago; Irving Kass, 
Denver; Lowell A. Rantz, San Francisco; Charles C. 
bhepard, Montgomery, Ala.; Alfred S. Evans, Madi- 


on, Wis. and Morton Hamburger, Cincinnati. 
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Academy President Fount Richardson of Fayette- 
ville, Ark. and Dr. Garra L. Lester of Chautauqua, 
N. Y., chairman of the Academy’s Committee on 
Scientific Assembly, will serve as presiding officers. 

The program is chiefly being prepared under the 
guidance of Dr. Weber and Dr. Jesse Rising of Kansas 
City, a member of the Academy’s Commission on Edu-_ 
cation, who is representing the Committee on Scien- 
tific Assembly. 

Registration will get under way at 8:30 A.M. on 
September 25. The pro- 
gram will again be held in 
Battenfeld Auditorium on 
the University of Kansas 
Medical Center campus, 
Kansas City, Kan. 

Symposium registrants 
will again be hosted at 
morning and afternoon cof- 
fees which provide session. 
breaks in the day-long pro- 
gram. The coffees are being 
given by Lederle Labora- 
tories. The medical center 
is in charge of preparation 
for the repast and provides 
serving personnel and table 
service. 

Following the close of 
the symposium, there will 


Dr. Robert W. Weber 
KU faculty member, again in 
the moderator’s role, assures 
stimulating, terse question 
and answer sessions. 
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Microscopic pellets of B,;, Bz and niacinamide enveloped 
in special coating of fatty acid derivatives. Active vita- 
mins are released in gastrointestinal tract not in mouth. 


Poly-Vi-Sol 


6 essential vitamins, Mead Johnson 
chewable tablets 


Deca-Vi-Sol 


10 significant vitamins, Mead Johnson 


chewable tablets 


® 


Typical B vitamin salts without special coating pert 
release of active vitamins in mouth resulting in obje 


tionable taste and odor. 


No B vitamin odor, taste, or 
after taste to these new improved 
vitamin tablets. They make chil- 
dren eager for vitamin time. Im- 
proved formulation—20% more 
vitamin C, more B-complex, too. 
Adequate for children of all ages. 
Will not promote dental caries. 


\ Mead Johnson 
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bea cocktail reception at Hotel Muehlebach, courtesy 
Lederle Laboratories. 
The scheduled program is as foliows: 


Morning Program 


Dr. Fount Ricuarpson, Presiding Officer 
8:30 A.M. Registration 

0:00 a.m. Pulmonary Infections 

Dr. Irvinc Kass, Denver, Colo. 
9:30 a.m. Meningitis 


Dr. Mark H. Lepper, Chicago, IIl. 


10:00 a.m. Urinary Tract Infections. 
Dr. Lowett A. Rantz, San Francisco, 
Calif. 

a.m. Recess 

0:45 a.m. Panel Discussion 
Dr. Ropert W. Weer, Moderator 
P.M. Luncheon 

fternocon Program 


Dr. G. L. Lester, Presiding Officer 
Fluorescent Antibody Diagnostic Methods 
Dr. Cuartes C. Montgom- 
ery, Ala. 
Wheezes, Sneezes and Other Diseases 
Dr. Atrrep S. Evans, Madison, Wis. 
Subacute Bacterial Endocarditis 
Dr. Morton HamsurGer, Cincinnati, 
Ohio 
Recess 
Panel Discussion 
Dr. Rospert W. Weer, Moderator 
Cocktails, Hotel Muehlebach 
Courtesy, LepERLE LaBORATORIES 


2:00 P.M. 


Fitting Finale—A cocktail-reception, such as this one which was 
held last year, will be given at Hotel Muehlebach by Lederle Lab- 
oratories at the close of the September 25 symposium. Dr. Garra 
Lester, who will be a presiding officer this year, is shown standing 
in the foreground (to the left of the punch bowl) at last year’s 
function. 


Coffee Breaks Planned—Time for relaxation, visiting and con- 
tinuance of the day’s discussions will be allowed both morning 
and afternoon. The repasts (such as this one last year) will be 
given by Lederle Laboratories with assistance from the University 
of Kansas Medical Center. 


ends and Events in the Nation’s Capital 


rom GP’s Special Washington Correspondent 


PWARD OF 1,500 American general practitioners are 

xpected to attend the next Congress of Pan American 
edical Association in Mexico City, May 2—11,-1960. 
€ prediction was made in Washington a few weeks 

go by Dr. Joseph J. Eller, New York dermatologist 
d director general of PAMA. 
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At a news conference in the national capital, upon 
the occasion of announcing preliminary plans for the 
congress, Dr. Eller said a total attendance of 8,000 
physicians, surgeons, dentists and their wives is an- 
ticipated. The scientific assembly will have 48 sections, 
several of which are new, including a large section on 
general practice, space medicine and hematology. 

There will be special panels on pharmacology and 
new drugs, mental illness, nutrition, relationship of 
dentistry to medicine, cancer research and other timely 
topics. PAMA headquarters in New York City has 
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Ulceration after three months’ dura- 
tion, refractory to other forms of 
treatment 


IVG 


IVES-CAMERON 
COMPANY 


Philadelphia 1, Pa. 
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a significant medical advance 


Ri 

for peripheral vascular disorders 
of 
Qa we 
Cyclandelate (3,5,5-Trimethyleyclohexyl Mondelate), 
Ives-Cameron; U.S. Patent No. 2,707,193 ls 
Clinically proved 
e Well tolerated—notably few side-effects r 


CYCLOSPASMOL provides a reliable, effective oral treatment fo | 
peripheral vascular diseases—vasospastic and occlusive. By its direct 
action on vascular musculature, CYCLOSPASMOL causes vasodilata-Bne. 
tion. It, therefore, promotes optimal tissue response and healing. files 

“The criteria of success were not only the clinical course, but} | 
also objective symptoms, such as claudication time, healing offre 
extensive gangrenous lesions, and skin temperature.’’! suc 


After six weeks’ treatment with Cy-f2 


After three weeks’ treatment with 


CYCLOSPASMOL and topical antibac- CLOSPASMOL ' 
terial agent = 
dif 

For control of intermittent claudication in: he 
Arteriosclerosis obliterans 
Raynaud’s disease 
Buerger’s disease (thromboangiitis obliterans) , 

Also indicated in: 
Uleerations—diabetic, trophic ‘ar 
Circulatory impairment in feet, legs and hands = 


SUPPLIED: Tablets, 100 mg., bottles of 100. ill 


Comprehensive literature on request an 


REFERENCE: 1. Van Wijk, T.W.: Angiology 4:103, 1953. BrsLioGRAPHY: 1. Gillhespy, R.0.: os ill 
M. J. 2:1548, 1957. 2. Gillhespy, R.O.: Angiology 7:27, 1956. 3. Winsor, T.: Angiology 4:134, 196 
4. Reeder, J.J.: Geneesk. gids. $1:370, 1953. 5. Kappert, A.: Schweiz. med. Wehnschr. 85:237, 19558 | 
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mailed invitations to every physician and dentist in the 
Western Hemisphere to attend the congress. 


Ruling on Pregnancy “Sickness” 


Internal Revenue Service has clarified its definition 
of “sickness,” in so far as it applies to employed 


@f women who are pregnant. 
[ A tax ruling issued in 1955 held that sums received 


by an employee for periods of absence from work be- 
cause of pregnancy do not constitute sick pay, which 
is deductible from gross income. This latest ruling 
amplifies the earlier one as follows: 

It limits the “sickness” of pregnancy to the time be- 
ginning with onset of labor pains and ending with 
termination of the patient’s incapacity resulting from 
childbirth or miscarriage. 

Indispositions between conception and labor which 
nt forficad to absence from work and consequent receipt of 
direct sick pay or other forms of compensation are not “‘sick- 
dilata-Fness” per se and such moneys are not deductible, un- 
ling. less there is certification by a physician. 
se, but} “A written statement by a physician,” says the 
ling offrevenue ruling, “that the condition of the taxpayer is 
such that she should remain at home because of sub- 
stantial danger of miscarriage, or a written statement 
by a physician that the taxpayer was so advised during 
the period of the pregnancy in question, will generally 
be treated as sufficient evidence that a period of ab- 
meesence from work is due to actual sickness within the 
Mapurview of Revenue Ruling 55-263,C.B.1955-1,16, and 
Bevages for such period may therefore be excludable 

funder section 105(d) of the Code.” 


Jelate), 
707,193 


isk Quackery Afoul of FDA 


Platter therapy, or disk quackery, has run afoul of 
‘ith CY-fagents of Food and Drug Administration. 
In its monthly report of seizures, court decisions and 
arrests in April, FDA’s cases include one that is 
different from the usual run of nostrums. It involved 
he promoter of “home hypnotherapy” and his busi- 
ess of making and selling ($99.50) sets of phonograph 
ecords containing lectures on a wide range of afflic- 
ons. 

“Play the platters in accordance with directions,” 
. id FDA’s monthly report, quoting the sales agent, 
and overcome nervous tension, headaches, nail biting, 
ndigestion, alcoholism, cerebral palsy, bed wetting, 
asthmatic attacks, menopausal difficulties, paralysis of 
polio, tuberculosis, arthritis, sinus attacks, blindness, 
ancer, ulcers and stammering. Use of the recordings 
"134, 1964"Hll even help cure warts,” he added. 
237, 19558 In making seizure of 50 of the three-record sets, the 
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federal agency explained that hypnosis and posthyp- 
notic suggestion in therapy call for direct supervision 
by licensed practitioners. 


New Care Manual 


Physicians who are interested in hospitals as staff 
members, trustees or proprietors will find ‘Elements 
of Progressive Patient Care” a useful, informative 
manual. It was published late in May by the Division of 
Hospital and Medical Facilities in U.S. Public Health 
Services. Dr. Jack C. Haldeman, division chief, is 
author of the 87-page guide to methods and proce- 
dures in selective care—by seriousness and type of case 
—of hospital patients. 

As Dr. Haldeman explains in his introduction: 

“*Progressive patient care is one concept of improve- 
ment which shows promise and which, in recent 
months, has aroused widespread interest. The central 
theme of the progressive patient care concept is the 
organization of facilities, services and staff around the 
medical and nursing needs of the patient. 

‘Patients are grouped according to their degree of 
illness and need for care, and the staff serving each 
group of patients is selected and trained to provide 
the kind of services needed by that group.” 

The concept embraces five elements, four of which 
are the hospital’s responsibility: Intensive care, inter- 
mediate care, self care, long term care and organized 
home care. The publication is based on observations 


made during the past two years by a USPHS team 


studying transformation of the Manchester Memorial 


Hospital in Connecticut from a general hospital with 
conventional services to a progressive care institution. 


Lately on Capitol Hill 


Among recent actions on Capitol Hill— 

Appropriations bills were passed which grant Veter- 
ans Administration an additional $866,000 required 
to make modest increases in fee schedules for outpa- 
tient medical care to veterans and give the Navy De- 
partment the $8,100,000 it requested to pay Medicare 
bills for the remainder of the 1959 fiscal year. 

Public hearings were conducted by Senate Labor 
and Public Welfare Committee on a proposal to give 
U.S. Public Health Service responsibility for public 
protection from radiation hazards. 

The Senate confirmed the President’s appointments 
of Dr. Thomas Edward Keys of Minnesota to the Board 
of Regents of National Library of Medicine and of Dr. 
Logan Wilson of Texas to serve on the National Sci- 
ence Board of National Science Foundation. 


Also see the AMA Washington Report, page 247. 
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...and one to grow on 


SERRE 


A tiny tablet of REDISOL to stimulate the appetite 
to help in the intake of food for growth. 


REDISOL is crystalline vitamin B,., an essential 
vitamin for growth and the fundamental 
metabolic processes. 


Ideal for the growing child, the REDISOL tablet 
dissolves instantly on contact in the mouth, 
on food or in iiquids. 


Packaged in bottles hermetically sealed to keep 
the moisture out and to retain vitamin potency in 
25 and 50 mcg. strengths, bottles of 36 and 100- 
in 100 mcg. strength, bottles of 36, and in 
250 mcg. strength, vials of 12. 


Also available as a pleasant-tasting cherry- 
flavored elixir (5 mcg. per 5-cc. teaspoonful) 
and as REDISOL injectable, cyanocobalamin 
injection USP (30 and 100 mcg. per cc., 10- 
cc. vials and 1000 mcg. per cc. in 1, 5 and 
10-cc. vials). 


REDISO 


cyanocobalamin, Crystalline Vitamin 8 


isle) MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, P! 


REDISOL 1S A TRADEMARK OF MERCK & CO, 
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Anniversary Meeting of AAGP's invitational 
Scientific Congress To Be Aboard Ship 


4ETENTH ANNIVERSARY of the Academy’s annual post- 
Assembly Invitational Scientific Congress will be ob- 
served in 1960 following the 12th Annual Assembly 
in Philadelphia. 

Plans are being formulated at this time for the con- 
gress to be held at sea aboard ship. The Academy 
committee, headed by Board Chairman Floyd Bratt of 
Rochester, N. Y., is planning an outstanding program 
in observance of this tenth anniversary. 

Serving with Dr. Bratt on the committee are Dr. 
Paul Read of Omaha, Neb. and Dr. James Perkins of 
Denver, Colo., members of the Board of Directors. 
Present plans call for sessions aboard ship as well as 
at San Juan, Puerto Rico with the Puerto Rico chapter. 
Other ports of call will be Port-au-Prince, Haiti; 
Kingston, Jamaica and Nassau. 

Several luxurious cruise ships are under consider- 
ation such as the Flandre of the French Line. 

The committee is most interested in hearing at the 
earliest possible time from those planning to make this 
cruise. Physicians who plan to attend this anniversary 
observance should contact Headquarters in Kansas 
City right away or write Lee Kirkland Travel, 1231 
Baltimore Avenue, Kansas City 5, Mo. 

It is necessary to reach a registration count right 
away so that a ship can be chartered. 

This year’s Invitational Scientific Congress in Hawaii 
which was held April 13-14 on the heels of the San 
Francisco Assembly drew a physician registration total 
of 239. (See cuts.) Of this number 205 were visiting 
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physicians and 34 were local doctors. 
The reception and buffet supper at Oahu Country 
Club was attended by 438 persons. 


William Graham and Austin Smith Named 
To Newly-Created Executive Posts by PMA 


PHARMACEUTICAL Manufacturers Association, a con- 
solidation of the former American Drug Manufacturers 
Association and American Pharmaceutical Manufac- 
turers Association, has created two top executive posi- 
tions—chairman of the board and a full-time president. 

At its first annual meeting since the merger in 1958, 
PMA announced that Mr. William B. Graham, 47, 
resident of Baxter Laboratories, had been elected to 
the new post of chairman of the board, and Dr. Austin 
mith, 46, former editor of the Journal of the American 
Medical Association, had been chosen the association’s 
rst full-time president. 


Mr. Harry J. Loynd, president of Parke Davis and 
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Invitational Scientific Congress To Be Held at Sea—The 1960 post- 
Assembly congress, a tenth anniversary observance, will be held 
on a luxurious cruise ship such as the Flandre of the French Line. 


Hawaii Breakfast Session—Guest Speaker Philip Thorek of Chicago 
(at lecturn) is shown at one of two breakfast-scientific sessions held 
in the Matson Meeting House during the 1959 Invitational Scientific 
Congress in Honolulu. 


Group Gathering in 50th State—This group was a portion of the 
438 persons who gathered at Oahu Country Club on April 14 for 
a reception and dinner which closed the scientific congress. 


i 
Surrounded by Leis and Friends—Following an evening meeting 
at Mabel Smyth Auditorium at which Dr. Thorek spoke, the Hawaii 
chapter was host at a reception. Here, Dr. Thorek ( facing camera 
wearing lei) is being greeted by the reception guests. 
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e with chronic fatigue 
e with neurasthenia 


e with difficulty in concentrating 


A totally new molecule with a new type 
of gentle antidepressant effectiveness... 
free from undesirable overstimulation and 
hyperirritability. Also, notably effective 
in children with behavior problems. 


Supplied in scored tablets containing 25 mg. of 
) 2-dimethylaminoethanol as the p-acetamido- 
benzoic acid salt. In bottles of 100 and 500. 


Northridge, California 
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Co., was also named chair- 
man-elect at the recent 
Boca Raton meeting, to 
succeed Mr. Graham in 
1960. 

The enlarged scope of 
PMA activities—it repre- 
sents 140 manufacturers— 
prompted the hiring of a 
full-time salaried chief ad- 
ministrative officer, thus 
bringing in Dr. Smith and 
elevating _ President-elect 
Graham to the post of board 
chairman. Dr. Smith will 
be at PMA’s Washington headquarters. 

Dr. Karl Bambach was renamed executive vice 
president and Dr. J. O’Neill Closs administrative vice 
president. Both serve on a full-time basis. 

New Board Chairman Graham has predicted that 
over-all pharmaceutical industry sales will double in 
the next ten years. He said too that increased govern- 
ment interest in the activities of the pharmaceutical 
industry is also adding a new fifth dimension to the 
industry’s changing business climate. He pointed out 
that in the last few months there has been a flood of 
signs indicating intensified government interest in the 
pharmaceutical industry. 

“This new governmental interest in our affairs,” 
said Mr. Graham, “makes it important that our asso- 
ciation and top management of every company in the 
industry insist upon rigid standards of self-imposed 
discipline at all levels and in all facets of promotion.” 


William B. Graham 
Advances to new board 
chairman post for PMA. 


Prints of San Francisco Assembly Telecast 
Now Available To Chapters for Reshowing 


Tue spectat half-hour telecast, presented during the 
recent Assembly by the Academy in cooperation with 
Merck Sharp & Dohme, Division of Merck & Co., Inc., 
brought good response from televiewers in the San 
Francisco area. 

Entitled ‘Your Family Doctor’s Notebook,” the 
program which was presented over KRON-TV was 
kinescoped and prints are now available for reshowing. 
Three speakers on the 1959 Assembly program gave 
viewers a concrete example of postgraduate medical 
education. The telecast emphasized the role of the 
family physician in treating the “whole man,” and 
the physician’s consequent need for a continuing ed- 
ucational program. The Assembly program was offered 
as an example of ways in which such postgraduate 
education could be obtained. 
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The three speakers who condensed and simplified 
their Assembly presentations were: 

Dr. James L. Dennis, medical director of the Chil- 
dren’s Hospital of the East Bay, Oakland, who stressed 
the need for adequate pre-natal medical care to in- 
crease the chances for survival of a premature baby; 

Dr. Ernest W. Page, University of California Medical 
Center, San Francisco, who described and discussed 
common indications of premenstrual tension and 
pointed out that many could be treated; 

Dr. Geoffry Edsall, chief of the Division of Com- 
municable Disease, Walter Reed Army Medical Center, 
Washington, who covered the effectiveness and bene- 
fits of a broad program of immunization. 

The viewers also were introduced to the Academy’s 
25,000th member, Dr. Charles H. Ewing of suburban 
Philadelphia. Moderator of the. program was Taylor 
Grant, former ABC network news telecaster. 

Two prints have been sent to each of the 16 Merck 
Sharp & Dohme district sales managers. Chapters are 
asked to contact the MS & D district sales manager 
in their respective areas. 


Hosts and Guests—The American Academy of General Practice 
was luncheon host for officers, delegates and alternates of the 
Student American Medical Association April 30 in Chicago during 
the annual SAMA meeting. Dignitaries at the luncheon included 
Dr. R. B. Robins (left to right), Camden, Ark., luncheon speaker; 
Dr. F. J. L. Blasingame, executive vice president of American Medical 
Association; Academy President Fount Richardson, Fayetteville, Ark.; 
AAGP Executive Director Mac F. Cahal; SAMA President E. Carwile 
LeRoy for 1958-59 and SAMA Executive Director Russell R. 
Staudacher. 


Dr. R. B. Robins, an AMA director and a past president of AAGP, 
presented the family physician’s case before SAMA leaders at the 
Academy-sponsored luncheon in Chicago. In urging fledgling 
physicians to become general practitioners, Dr. Robins pointed out: 
**The whole patient cannot be served by a specialist who takes care 
of just one part of the body. Moreover, it’s rather expensive when 
the patient has to flit from specialist to specialist.” However, in 
cases where the assistance of a specialist is needed, Dr. Robins 
stressed that the best medical care can be given by the family physi- 
cian and the specialist working as a team. 
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artamide 


THE SAFE ANTI-ARTHRITIC AND ANTIRHEUMATIC THAT CONTAINS THE 
IMPORTANT PLUS OF ORGANIDIN® FOR THE FURTHER CONTROL OF IN- 
FLAMMATION AND TO AID IN THE RESORPTION OF NECROTIC TISSUE 


Sodium-free, potassium-free ARTAMIDE is especially valuable 
when clinical judgment precludes steroid therapy. ARTAMIDE 
provides higher salicylate blood levels' with lower dosage. 
Antirheumatic, anti-inflammatory, analgesic... ARTAMIDE aids 
normal corticosteroid activity. The inclusion of ORGANIDIN, the 
smoother, safer, organically bound iodine, greatly increases 
the effectiveness of the arTAmipDE formula by stimulating the 
resorptive processes? and further controlling inflammation. 
ARTAMIDE provides symptomatic relief as well as important 
gains in functional capacity for many patients who cannot 
tolerate corticosteroids. 


Each artamipe tablet contains: Salicylamide 0.25 Gm. (4 gr.); Para-amino- 
benzoic Acid 0.25 Gm. (4 gr.); Ascorbic, Acid 20.0 mg. (4 gr.); 
ORGANIDIN® (iodinated glycerol) 20.0 mg. (4 gr.). 

DOSAGE: 2 tablets 3 or 4 times daily. Requirements may vary according 
to the response of the patient. suppiiep: arTAmiDE Tablets, bottles of 100 
and 500. rererences: 1. Chambers, James O.: Clinical Medicine, 61:3 
(1954) pp. 203-205. 2. Salter, W. T.: A Textbook of Pharmacology, p. 603, 
W. B. Saunders Co. (1952). 


write: Professional Service Department for literature and trial supply. 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 
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Larson Sets Deadline, Pattern for Giving 
Health Insurance Coverage to More Oldsters 


Dr. LeonarD Larson, board chairman of American 
Medical Association, speaking at the annual meeting of 
Health Insurance Association of America, warned that 
unless coverage for additional millions of the aged is 
provided in about one year, America is going to be 
confronted with tax-paid health care. 

At the recent meeting which was held in Philadel- 
phia, Dr. Larson admitted that medicine and volun- 
tary health insurance are protecting the nation’s senior 
citizens at a “rapid, accelerated pace.” But, he warned 
that “we have only about one year left... a year in 
which we must work fast and vigorously” to provide 
coverage for additional millions or be faced with tax- 
paid health care. 

Turning specifically to the Forand Bill, Dr. Larson 
said the nation must be concerned “not about the 
specific provisions of the Forand Bill—which can be 
amended all over the lot—but about the basic principle 
involved.” 

“It would open the door for evolution of a system 
of tax-paid health care for the entire population,” he 
declared. “Every two years—in the even years of fed- 
eral elections—the familiar process of amendment 
and expansion would roll faster and farther. Such 
legislation first would undermine and eventually would 
destroy our system of voluntary health insurance and 
the private practice of medicine.” 

Dr. Larson recognized the rapid growth in health 
insurance coverage for oldsters over the past few years 
and the “hopeful developments” during the last year. 

But because health insurance coverage for older 
people is “the most urgent critical field of activity” 
for Congress in the 1960 election year, Dr. Larson 
stressed that medicine and insurance must “work to- 
gether more closely than ever before.” 

He added that if medicine and insurance will co- 
operate in a dramatic, convincing drive to increase the 
coverage of people over 65, he believes the steam will 
be taken out of advocates for any Forand-type pro- 
gram. He explained that this will require open, clean, 
keen competition between voluntary insurers of all 
kinds—Blue Cross, Blue Shield, private insurance 
companies and other sound agencies—plus the whole- 
hearted support of the medical profession. 

Dr. Larson concluded that the future of private 
medicine in this country “no longer depends pri- 
marily upon scientific progress and the professional 
competence of physicians,” for with the’ social, 
economic and political pressures, private medicine may 


stand or fall with the success or failure of voluntary 
health insurance. 
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Merit Award from National Chamber—The Academy is the recipient 
of a 1958 Award of Merit from the National Chamber of Com- 
merce “for significant contribution to the public interest.” The 
presentation at the National Chamber of Commerce dinner in 
Washington was made April 27 to Executive Director Mac F. Cahal 
by Chamber President William McDonnell (right), who is also 
board chairman of First National Bank of St. Louis. The Acad- 
emy’s postgraduate education program won the Chamber of 


Commerce plaudits. 


Insurance Profession Endorses Health 
Care Insurance for Federal Employees 


THE INSURANCE BUSINESS has warmly endorsed health 
care insurance for employees of the federal govern- 
ment. 

This opinion was voiced April 30 by Mr. Manton 
Eddy, an official of Connecticut General Life Insurance 
Company, who testified on behalf of American Life 
Convention, the Health Insurance Association of 
America and the Life Insurance Association of America 
before the Insurance Subcommittee of the Senate 
Committee on Post Office and Civil Service. 

Said Witness Eddy: “Our member companies 
warmly endorse the proposal to make health care in- 
surance available to the employees of the federal 
government. More and more employers today are mak- 
ing such benefits available to their employees and the 
federal government should be no exception. It is ob- 
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: Stress Formula Vitamins Lederle i 
fc 
for an improved prognosis i 
Metabolism is always altered in major trauma.! Severe depletion — Each CAPSULE CONTAINS: 
of water-soluble vitamins usually occurs as a stress reaction to Thiamine Mononitrate (B,). . 10 mg. e 
fractures or burns.2,3 Since these fundamental nutritional! factors Riboflavin (B,) ........... 10 mg. t 
are not stored in the body, high level supplements must be given.2,3_ —- Niacinamide ........... 100 mg. t! 
STRESSCAPS formula meets the requirements for therapeutic allowance Ascorbic Acid (C)........ 300 mg. ‘ 
of B complex and C vitamins essential to tissue regeneration, Pyridoxine HCI (B)......... 2 mg. 
healing, prevention of complications and faster fehabilitation. Vitamin By, ............ 4 mcgm. 
1. Coleman, S. S.: Am. J. Surg. 97:43 (Jan. 1959. FOlIC Acid .............. 1.5 mg. a 
2. Richardson, M. E.: J. Am. Osteop. A. 57:562 (May) 1958, Calcium Pantothenate ... .20 mg. c 
3. Mason, M. L.: Northwest Med. 57:1439 (Nov.) 1958. Vitamin K (Menadione)...... 2 mg. ; 


(Gaarid) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, N. Y. 
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vious that the objective should be a plan that is useful, 
equitable and adequate, and to the extent possible, 
agenerous and realistic one on the part of the govern- 
ment taking into account customary practices around 
the country and, very necessarily, budgetary considera- 
tions.” 

Citing the desirable features of a Civil Service Com- 
mission bill endorsed by the Administration and a 
measure introduced by Senator Olin Johnston (D- 
§.C.), chairman of the Post Office and Civil Service 
Committee, Mr. Eddy outlined four considerations 
which he termed essential to any health insurance 
plan. These are: 

*], The insurers and the policyholder should co- 
operate closely in the daily administration of the pro- 
gram and in securing understanding and support of the 
program by the employees and very importantly by the 
providers of medical care and services, principally the 
doctors and the hospitals. 

“2. Reimbursement for charges on which benefits 
are based should be limited to amounts which are 
regularly and customarily charged for necessary care 
and service in the area in which they are provided. 

“3. Guidelines for what is regular and customary 
for the various geographic areas should be determined 
after consultation with recognized representatives of 
the providers of medical care and services. 

“4. Administrative mechanisms should be established 
to review these guidelines periodically and to act on 
exceptional cases.” 


September Examination for Foreign Medical 
Graduates Expected To Have Most Registrants 


Tree MonTHS before application deadline for the 
September 22 qualifying examination of the Educa- 
tional Council for Foreign Medical Graduates, more 
than a thousand had already registered. This figure 
indicates that with each examination, the number of 
foreign trained physicians taking the qualifying ex- 
amination is rapidly increasing. 

The ECFMG reports that only 298 took the first 
examination in March, 1958; 844 took the examina- 
tion in September, 1958; 1,772 in February, 1959 and 
the outlook is for a great many more than that for 
the examination this fall. 

The number of centers where foreign medical gradu- 
ates can take the examination overseas has greatly in- 
creased, according to Dr. Dean F. Smiley, executive 
director of the council. 

There were no foreign centers for the eke examina- 
tion; 30 for the second and 44 for the third. For 
the next examination there will be 15 centers in Latin 


GP july 1959 


America, 14 in the Far East, 7 in the Near and Middle 
East, 13 in Europe and 1 in Africa. In addition, ex- 
aminations are held at various places in the United 
States. 

Examinations to date have shown considerable evi- 
dence that inadequate command of the English lan- 
guage played a major role in the qualification exami- 
nation failures in some of the foreign exam centers, 
Dr. Smiley explains. 

In contrast, among the foreign trained taking the 
English test in U.S. examining centers, none failed and 
only three did poorly. 

The council, with offices in Evanston, Ill, aids 
foreign medical school graduates in establishing their 
qualification to assume internships or residencies in 


U.S. hospitals. 


By-Laws of New AAGP Foundation Received 
By Trustees; Published in This Issue 


Tue Boarp oF Trustees of the newly-organized Ameri- 
can Academy of General Practice Foundation received 
the organization’s By-Laws at its first business meeting 
which was held April 7 in San Francisco. The By-Laws 
had been adopted on December 1 by the bas og 
Board of Directors. 

These By-Laws, in complete form, appear in this 
issue, opposite page 237. 

Newly-elected officers for the foundation are Dr. 
Malcom E. Phelps of El Reno, Okla., president; Dr. 
Charles Cooper of St. Paul, Minn., vice president and 
the Academy’s Executive Director Mac F. Cahal, 
secretary-treasurer. 

Starting off the foundation’s first year, one of the 
trustees, Dr. M. B. Casebolt of Kansas City, Mo., pre- 
sented a personal contribution of $1,000 to be used in 
furthering its operation. 


Annual AAGP Meetings 


Annual Scientific Assembly 
Mar. 19-24, 1960. Convention Hall, Philadelphia. 
Apr. 15-20, 1961. Miami Beach Auditorium, Miami Beach, 
Fla. 
Annual Symposium on Infectious Diseases 
Sep. 25, 1959. Battenfeld Auditorium, Kansas City, Kan. 
Sep. 23, 1960. Battenfeld Auditorium, Kansas City, Kan. 
Sep. 15, 1961. Battenfeld Auditorium, Kansas City, Kan. 
Annval State Officers’ Conference 
Sep. 26-27, 1959. Hotel Muehlebach, Kansas City, Mo. 
Sep. 24-25, 1960. Hotel Muehlebach, Kansas City, Mo. 
Sep. 16-17, 1961. Hotel Muehlebach, Kansas City, Mo. 
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AMA Delegates in Atlantic City Included 37 Academy Members 
John Paul Jones, m.p. John P. Culpepper, Jr., M.p. Elmer G. Shelley, m.p. 
Camden, Ala. Hattiesburg, Miss. North East, Pa. \c 
James M. Kolb, m.p. Earl F. Leininger, Mv. G. W. Cleveland, m.p. rec 
Clarksville, Ark. McCook, Neb. Austin, Tex. me 
Donald Cass, M.D. Earl L. Malone, M.p. Joseph B. Copeland, m.p. col 
Los Angeles, Calif. Roswell, N.M. San Antonio, Tex. tio 
James E. Feldmayer, M.p. John M. Galbraith, m.p. J. C. Terrell, m.p. du 
Exeter, Calif. Glen Cove, N.Y. Stephenville, Tex. hoi 
Leopold H. Fraser, M.D. Paul A. Davis, M.D. James H. Wooten, Jr., M.p. Ch 
Richmond, Calif. Akron, Ohio Columbus, Tex. col 
Robert S. Kneeshaw, M.p. Carl A. Lincke, M.D. William Linwood Ball, m.p. Ge 
San Jose, Calif. Carrollton, Ohio Richmond, Va. Mc 
Henry T. McGuire, M.p. George A. Woodhouse, M.D. Alvia Gordon Young, M.p. tol 
New Castle, Del. Pleasant Hill, Ohio Wenatchee, Wash. mi 
Eustace A. Allen, M.p. Wilkie D. Hoover, M.D. Ervin L. Bernhart, m.p. M 
Atlanta, Ga. Tulsa, Okla. Milwaukee, Wis. rec 
Burtis E. Montgomery, M.p. Malcom E. Phelps, M.p. Lien O. Simenstad, M.p. ia 
Harrisburg, Ill. El Reno, Okla. Osceola, Wis. pr 
H. Kenneth Scatliff, m.p. Archie O. Pitman, M.D. Lester D. Bibler, M.p. po 
Chicago, Il. Hillsboro, Ore. Indianapolis, Ind. off 
Francis LaVerne Land, M.D. Daniel H. Bee, M.v. . (Delegate of the Section Co 
Ft. Wayne, Ind. Kiliine, Pa. on General Practice) dr 
Wendell C. Stover, m.p. M. Louise Gloeckner, M.p. su 
Boonville, Ind. Conshohocken, Pa. ape, im 
(ex officio) 
J. S. DeTar, m.p. George S. Klump, M.p. 30 
Milan, Mich. Williamsport, Pa. wi 
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Wedical News in Small Doses: 


AcapeMY Fount RICHARDSON attended a 
reception and dinner of the American Good Govern- 
ment Society April 30 in Washington. The event 
commemorated the 170th anniversary of the inaugura- 
tion of George Washington as President and his en- 
during contributions to good government; it also 
honored Senator John L. McClellan and Former AEC 
Chairman Lewis L. Strauss for their present-day 
contributions. Dr. Richardson was a member of the 
George Washington Day Dinner Committee. Senator 
McClellan of Arkansas received the George Washing- 
ton Award from The Honorable Charles A. Halleck, 
minority leader of the House of Representatives. 
Mr. Strauss, recent Secretary of Commerce appointee, 
received his award from Senator Harry Byrd of Virginia 
... Academy Member James L. Barnard is new mayor 
pro tem of Corpus Christi, Tex. Now in his first 
political venture, Dr. Barnard has changed his day 
off to Wednesday to coincide with the day the City 
Council meets ... The United Arab Republic has 
drafted a law providing for a compulsory health in- 
surance system for civil servants. The plan will be 
implemented in stages and will eventually cover 
300,000 in Cairo alone. About one-third of the cost 
will be paid by the government. The rest will be col- 
lected from the civil servants . . . Wisconsin members 
again sponsored a ‘‘General Practice Day” during the 
annual State Medical Society meeting in Milwaukee. 
WAGP President David Goldstein and the chapter’s 
president-elect, Dr. Charles Picard, were moderators 
... American Hospital Director Edwin L. Crosby 
has announced the appointment of Richard L. John- 
son of Des Plaines, Ill. as assistant director of the 
association ... The federal government is now re- 
sponsible for providing some or all of the medical 
care needed by 17 per cent of our population, accord- 
ing to the latest U.S. Budget Bureau statistics. Among 
the 31 million potential dependents, there are some 
three million servicemen and their families and almost 
23 million veterans ... The Canadian Council on 
Hospital Accreditation which assumed responsibility 
of accrediting hospitals in Canada the first of the 
Year, is comprised of the Canadian Hospital Associa- 
tion, the Canadian Medical Association, the Royal 
College of Physicians and Surgeons of Canada and 
L’Association de Médecine de Langue Francaise du 
Canada ... An Academy member, Dr. Theodore 
Johnson of Ogden, Utah, has been named an assistant 
editor of the Journal of the American Medical Associa- 
fon. He took up his new duties the first of June as 
one of three assistant editors. 
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On the Calendar | 


*Classified by the Commission on Education as acceptable for post- 
graduate study credits under Category I. Members should report 
actual hours of attendance. Maximum hours listed when available. 


*Oct. 12-15. California chapter, annual meeting, Hotel Statler, Los 
Angeles. 

*Oct. 14-15. Arkansas chapter, annual meeting, Little Rock. 

*Oct. 14-15. Georgia chapter, annual meeting, Manger Hotel, 
Savannah. 

*Oct. 16-18. West Virginia chapter, Potomac-Shenandoah Valley 
postgraduate institute, Shenandoah Hotel, Martinsburg. (15 hrs.) 

*Oct. 19-21. New York chapter, annual meeting, Biltmore Hotel, New 
York City. 

Oct. 19-23. American Public Health Association, 87th annual meet- 
ing, Atlantic City, N. J. 

*Oct. 20-22. Louisiana chapter, annual meeting, Baton Rouge. 

*Oct. 22 and 24. Alabama chapter, Gulf Coast Clinical Society, Ad- 
miral Semmes Hotel, Mobile. (9 hrs.) 

*Oct. 22-23. idaho chapter, annual meeting, B.P.O.E. 249 Lodge, 
Moscow. 

*Oct. 22—Nov. 4. New York chapter, second scientific program cruise | 
to West Indies, 12 day-cruise aboard M. S. Kungshoim, sailing 
from New York City on Oct. 22. (12 hrs.) 

Oct. 23-27. American Heart Association, annual meeting and 
scientific sessions, Hotel Bellevue Stratford and Trade and 
Convention Center, Philadelphia. 

*Oct. 28-29. Minnesota chapter, annual meeting, Hotel Leamington, 
Minneapolis. ; 

*Oct. 28-30. Colorado chapter, annual meeting, Brown Palace 
West, Denver. 

*Oct. 29-31. Florida chapter, annual scientific meeting, Seville Hotel, 
Miami Beach. 

Nov. 2-5. Interstate Postgraduate Medical Association of North 
America, annual meeting, Chicago. 

*Nov. 2-5. University of Nebraska and Creighton University School of 
Medicine, Omaha Mid-West Clinical Society meeting, Civic 
Auditorium, Omaha. (3314 hrs.) 

*Nov. 4-16. North Carolina chapter and Bowman Gray School of 
Medicine, medical seminar cruise in conjunction with North 
Carolina annual scientific session, on board M. S. Stockholm. 

(25 hrs.) 

*Noy. 7-8. Missouri chapter, annual meeting, Chase Hotel, St. Louis. 

*Nov. 9-12. Illinois chapter, annual meeting, Morrison Hotel, Chicago. 

*Nov. 10-12. Michigan chapter, annual meeting, Sheraton Cadillac 
Hotel, Detroit. 

Nov. 16-19. Southern Medical Association, 53rd annual meeting, 
Atlanta, Ga. 

*Nov. 20-21. North Dakota chapter, annual meeting, Lewis and Clark 
Hotel, Mandan. 

Dec. 1-4. American Medical Association, 1959 clinical meeting, 
Dallas, Tex. 

*Dec. 4. Delaware chapter, annual meeting, Wilmington. 

*Dec. 4-5. Puerto Rico chapter, annual meeting, Puerto Rico Medical 
Association Building, Santurce. 

*Feb. 24-25, 1960. Indiana chapter, annual meeting, Scottish Rite 
Auditorium and Van Orman Hotel, Ft. Wayne. 

*Mar. 19-24, 1960. American Academy of General Practice, 12th 
Annval Scientific Assembly, Convention Hall, Philadelphia. 

Apr. 24-27, 1960. American College of Obstetricians and Gynecolo- 
gists, meeting, Morrison Hotel, Chicago. 
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News from the State Chapters 


OpeRATING under their newly-revised constitution and 
by-laws, the Tennessee chapter will hold its first 
annual fall meeting on October 8-9. New officers will 
be installed and the group will officially begin func- 
tioning under the revised rulings at that time. 

The last chapter meeting to be scheduled under the 
old constitution was held April 13 and 14 at the Pea- 
body Hotel in Memphis. This program was held in 
conjunction with the Tennessee State Medical Associa- 
tion meeting. 

On the first day, officially designated as General 
Practice Day, the Tennessee chapter individually 
presented a panel discussion on “The Early Recogni- 
tion and Management of Commonly Encountered 
Chest Conditions.” The panel members, all diplomates 
of the American Board of Surgery and Thoracic 
Surgery, were Drs. Wilford H. Gragg, Jr., Memphis; 
William E. VanFleit, Atlanta, and Frederick H. Taylor, 
Charlotte, N.C. 

Guest speaker for the annual chapter banquet was 
Clifford Pierce (see cut), a prominent Memphis attor- 
ney, who spoke on medicolegal problems. He was 
presented by Tennessee Vice President John L. Arm- 
strong of Somerville. Dr. E. L. Caudill, Jr., Eliza- 
bethton, president-elect, acted as master of ceremonies. 
(See cut.) 

Program chairman for the April session was Dr. 
Arthur Green of Memphis. (See cut.) His committee 
members were Drs. Ben Pentecost, Memphis; Julian 
Welch, Brownsville; W. A. McClellan, Memphis, and 
Spencer Bell, Knoxville. 

One highlight of the meeting was the installation 

of Member Harmon Monroe of Erwin as president of 
the Tennessee State Medical Association. (See cut.) 
Dr. Monroe is a past president of the Tennessee 
chapter. 
» Several Kentuckians shared the spotlight at the 
eighth annual scientific meeting of the Kentucky chap- 
ter on April 22 through 24, at the Kentucky Hotel in 
Louisville. 

Dr. Carroll L. Witten of Louisville was chosen 
as the state’s “Family Doctor of the Year” while Dr. 
George S. Allen, also of Louisville, was the recipient 
of the chapter’s annual achievement award. Dr. John 
G. Archer, Prestonsburg, was selected as the new 
president-elect of the group. 

Recently elected as vice speaker of the AAGP’s 
Congress of Delegates at the San Francisco Assembly, 
Dr. Witten is one of the youngest Kentuckians to win 
his state’s award. He is 35 while the average age of 
his six predecessors is more than 58. Active in medical 
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Tennessee Guest Speaker—Mr. Clifford Pierce, J/eft, prominent 
Memphis attorney, was guest speaker for the annual Tennessee 
banquet held during their spring meeting. He was introduced by 
Dr. John L. Armstrong of Somerville, chapter vice president. 


President-Elect and Company—Dr. E. L. Caudill, Jr. (second from 
right), Elizabethton, president-elect of Tennessee chapter, acted as 
master of ceremonies during the annual meeting in Memphis. He 
ts pictured here with his fellow state officials, left to right: Drs. irving 
R. Hillard, Nashville, secretary-treasurer; John L. Armstrong, Somer- 
ville, vice president; Caudill, and Julian K. Welch, Jr., Brownsville, 
alternate AAGP delegate and past president of Tennessee chapter. 


Volunteer State Members Gather—Program chairman for the 
Tennessee meeting, which was held jointly with the Tennessee State 
Medical Association, was Dr. Arthur W. Green, Memphis, left. He is 
shown at the meeting with (left to right) Dr. George H. Bassett, 
president of the Memphis chapter which acted as host for the two-day 
session; Dr. Julian K. Welch, Brownsville, AAGP alternate delegate, 
and Dr. Kenneth L. Haile, Cookeville, AAGP delegate. 


Dr. Monroe Again To Helm—Once more accepting the role of presi- 
dent, Dr. Harmon L. Monroe of Erwin (right), was recently installed 
as president of the Tennessee State Medical Association. Dr. Monroe 
is an active member and a past president of the Tennessee chapter. 
He is being congratulated here by Dr. . L. Caudill, Jr., president-elect 
of Tennessee chapter. 
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RUSSEK: is“... 
the most effective drug 
currently available for 
prolonged prophylactic 
treatment of angina pec- 
toris.”: Prevents some 
80% of anginal attacks. — 


(pentaerythritol tetranitrete) 


RUSSEK; “I favor atarax [as 

the tranquilizer for the anx-— 
ious cardiac]... because 

_ there is an absence of side-— 

effects with this drug, and 
alse because in cardiacs who — 
are troubled with ectopic _ 

beats, ATARAX has a quini- 

dine-like action.”? 


ARTRAX 


(PETN + ATARAX) 


Dosage: Begin with 1 to 2 yellow carTRAx “10” tab- 
lets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased by 
switching to pink carTRAX “20” tablets (20 mg. PETN 
plus 10 mg. ATARAX). 

For convenience, write “CARTRAX 10” or “CARTRAX 20.” 


Supplied: In bottles of 100. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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affairs on city, state and na- 
tional levels, Dr. Witten 
was also re-elected at this 
meeting as a state delegate 
to Assembly. 

Dr. Allen received his 
honor for the “classroom” 
instruction given by him 
to expectant mothers. He 
used a special room in his 
office, complete with mov- 
ies, charts and other in- 
structional aids. Dr. Allen 


Mrs. Elizabeth M. Wallace 
Is the new executive secretary 
of the Kentucky chapter. 


years ago. 

Other new officers elected along with Dr. Archer 
included Dr. Edgar B. Morgan of Louisville, vice 
president, and Dr. John J. Rolf of Covington, sec- 
retary-treasurer. Dr. Daryl P. Harvey, Glasgow, was 
installed as president of the chapter, succeeding Dr. 
Charles G. Bryant, Louisville. Dr. C. Walker Air of 
Ludlow was chosen alternate delegate to the Assembly. 

The election was carried out by mail balloting. 

Two important actions which the Kentucky general 
assembly acted upon during the meeting were, first, 
to establish a state congress of delegates beginning 
with the next annual meeting and, secondly, a vote of 
disapproval of the Larson Report. 

Speakers and topics on the scientific portion of 
the meeting included: Drs. Charles H. Birnberg, 
Brooklyn, N. Y., ‘Miscarriage Prone Pregnancies” 
and “The Glucose Oxidase Test’; Harry B. Hall, 
Minneapolis, “Office Orthopedics” and “Diagnosis 
and Treatment of Shoulder Pain”; Arthur C. Kerkhof, 
Minneapolis, “Surgery in Cardiacs” and “Effective 
Drugs in the Treatment of Heari Disease,” and George 
J. Hamwi, Columbus, Ohio, “Recent Advances in 
Oral Hypoglycemic Agents in the Treatment of 
Diabetes Mellitis” and “Recent Advances in Diagnosis 
and Treatment of Thyroid Disorders.” 

Others were Drs. William W. Frye, New Orleans, 
“Recent Developments in the Treatment of Intestinal 
Infections” and ‘Studies on the Diagnosis and Treat- 
ment of Colitis”; Harry C. Shirkey, Cincinnati, Ohio, 
“Diarrhea in Infants as Considered and Treated Out- 
side the Hospital” and “Drug Therapy in Children” ; 
Charles A. Hufnagel, Washington, D. C., “Aortic 
Insufficiency” and ‘Myocardial Revascularization,” 
and R. Cannon Eley, Boston, “Immunization Pro- 
cedures in the General Practice of Pediatrics” and 
“The Role of Steroids in Contagious Diseases.” 

inal speakers were Dr. Donald W. Brodie, In- 
dianapolis, Ind., Alcoholism” and ‘Treatment of the 
Alcoholic” and Dr. Robert G. Ravdin, Philadelphia, 


won the same award two — 


“Chemotherapy of Human Solid Tumors” and “‘Car- 
cinoma of the Breast.” 

Guest speaker for the annual banquet was Dr. 
Joseph G. Molner of Detroit, Mich. Dr. Molner is 
commissioner of public health in Detroit and his 
medical column, “To Your Good Health” is published 
in the Louisville Courier-Journal. 

In his speech, entitled “What a Wonderful World 
To Live In,” Dr. Molner told the group that today 
better health—not worse—is changing the principal 
causes of death in the United States. He pointed out 
that diseases of the aged—such as heart disease, 
cancer and cerebral accidents—were increasing be- | 
cause people are living longer. On the other hand, 
due to scientific advances, communicable diseases like 
diarrhea, enteritis and tuberculosis have left the list 
of the top ten killer-diseases. Death due to child- 
birth has been strikingly decreased also, Dr. Molner 
said, which is “something that is of paramount im- 
portance to all of us.” 

Several cocktail parties and luncheons were also 
scheduled on the social program during the meeting. 

Dr. Stuart M. Hunter of Louisville was chairman 
of the committee on arrangements for the three-day 
meeting. 

Chairman and co-chairman of the ladies’ arrange- 
ments committee were Mrs. Stuart M. Hunter and 
Mrs. Edgar B. Morgan. A ladies’ luncheon and fashion 
show were presented during the session. 

In another announcement by the Kentucky chapter, 

Mrs. Elizabeth Wallace, Louisville (see cut), was named 
as new executive secretary of the chapter. Mrs. Wal- 


Annual Meeting in The Islands—Members of the Hawaii chapter met 
for a luncheon at their annual meeting, April 25. It was held at 
the Hukilau Hotel on Hilo. Among items of business on the agenda 
was the election of the following new officers: Drs. Edmund Lee, 
Honolulu, president; A. Lestie Vasconcellos, Honolulu, vice presi- 
dent; Clifford Druecker, Honolulu, re-elected secretary-treasurer; 
and John Felix and R. Varian Sloan, Honolulu, and Frederick 
Reppun, Kaneohe, who were elected as new members of the board. 
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RAS, 


the only comprehensive dermatologic ointment... 


CLEANS the wound e CLEARS infection * CONTROLS inflammation 


Chymar Ointment combines proteolytic, antibiotic and corticoid 
activity for truly comprehensive management of wounds, derma- 
toses and ulcerations. It cleans the wound removing necrotic tissue, 
crusted cell debris and exudates; clears infection destroying both 
gram-positive and gram-negative organisms and preventing further 
bacterial invasion; controls inflammation reducing erythema, edema 
and pruritus associated with inflammatory dermatoses, wounds, 


ulcerations and burns. 


Each gram contains: 


Proteolytic Activity*......... 10,000 Armour Units 
Neomycin Palmitate (as. base)... .........3.5 mg. 
Hydrocortamate Hydrochloride.......... 1.25 mg. 


In a water-miscible base that permits fullest 
release of the medicaments for fullest thera- 
peutic benefit. 


“provided by a concentrate of pancreatic enzymes 
(e.g. chymotrypsin and trypsin). 


Indications: contact dermatitis, infectious 
dermatitis, seborrheic dermatitis, stasis der- 
matitis, neurodermatitis (infected), burns 
(2nd and 3rd degree), cuts and abrasions, 
otitis externa, boils, psoriasis, impetigo, 
pruritus ani, abscesses, pustular lesions, 
mycosis fungoides (secondarily infected), 
ulcers (topical, e.g. decubitus, cautery,osteo- 
myelitis, varicose). 


Available in 1/6 oz. (5 Gm.) and % oz. (15 Gm.) tubes. 


ARMOUR PHARMACEUTICAL COMPANY « Kankakee, Illinois 


ARMOUR A Leader in Biochemical Research 
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ice, who comes to the job from her former position 
sssecretary to the executive secretary of the Kentucky 
Ste Medical Association, replaces Clayton L. Scrog- 
ns of Cincinnati. The new Kentucky office is in the 
Wedical Arts Building, 1169 Eastern Parkway, Louis- 
ville. 
»A Northwest Regional Meeting of the Oregon, 
Washington, Idaho and Montana chapters will be 
held in Portland, Ore. on September 9-11, at the 
College Center at Portland State College. This meeting 
will be given in conjunction with the Sommer Memo- 
rial Lectures. 

Picked to appear as the Sommer Memorial lecturers 


are Drs. Edward Rynearson, Rochester, Minn. ; Leland 


§. McKittrick, Brookline, Mass. and Howard A. Rusk, 
New York City. 

Other speakers appearing on the scientific program 
include: Drs. Cannon Eley, Boston; L. Henry Garland, 
Stanford Medical School; Frank W. Norman, Santa 
Rosa, Calif.; Ian Macdonald, School of Medicine, 
U.C.L.A.; Richard H. Overholt, Tufts College, and 
Roger H. L. Wilson, University of California School 
of Medicine. 

A three-day schedule of social and educational 
events for the wives has also been planned. 
> Next event on the calendar for the Indiana chapter 
is a symposium on infectious diseases and antibiotics 
to be held September 30 at the Sheraton-Lincoln 
Hotel in Indianapolis. It will be jointly presented by 
the Indiana chapter, Indiana University School of 
Medicine and Lederle Laboratories. 

Six outstanding lecturers are scheduled for the 
scientific program while the guest speaker at the 
joint luncheon for physicians and their wives will be 
Dr. Marshall O. Hart of Tulsa, Okla. Dr. Hart will 
speak on the ‘Legal Hazards in Medicine.” In addition 
to the luncheon, the wives are invited to a ladies’ 
program in the afternoon. A hospitality room will be 
maintained at the hotel during the day for the wives. 
Final event of the day will be a cocktail reception. 

The 1960 annual meeting of the Indiana chapter 
will be held in Ft. Wayne on February 24 and 25, the 
first time the meeting has been held outside Indian- 
apolis. The scientific sessions will be held in the Scot- 
tish Rite Auditorium, where the technical and scien- 
tiie exhibits will also be housed. Social events are 
scheduled for the nearby Van Orman Hotel. 
>» A symposium on general medicine was presented 
by the lowa chapter May 13 in Des Moines. 

The one-day program included seven scientific 
speakers and two question and panel discussians. 

On the morning program, Dr. Beverley T. Mead, 
assistant clinical professor, Department of Psychiatry, 
University of Utah, Salt Lake City, spoke on ‘Emo- 
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Jet-Age Delegation—These New York State chapter officers set a 
new record for speedy arrivals at annual meetings when they took 
part in a transcontinental jet-liner flight from New York City to 
San Francisco. The differences in time during the flight, which 
took a total of 5 hours and 54 minutes, made it possible for the 
members to leave New York City in the morning and still arrive 
in San Francisco in time for the opening session of the Congress of 
Delegates of the 11th Scientific Assembly. In the group, left to right, 
are Drs. Frederick Schroeder, Raymond McKeeby, Royal Davis, 


G. Alx Galvin, Louis Bush, Archie Harris and Seymour Fiske. 


tional Problems in Children.”” Dr. Mead was followed 
by Dr. Dean M. Lierle, professor and head, Depart- 
ment of Otolaryngology and Maxillofacial Surgery, 
State University of lowa, Iowa City, speaking on 
‘Common Nose and Throat Problems,” and Dr. M: 
Edward Davis, Joseph Bolivar DeLee professor and 
chairman, Department of Obstetrics and Gynecology, 
University of Chicago, Chicago, who spoke on “Ob- 
stetrical Emergencies.” 

Guest speaker at the luncheon, which was open to 
physicians and wives, was Dr. Alsom Braley, professor 
and head, Department of Ophthalmology, University 
Hospitals, Iowa City, whose topic was “Discussing 
the Problems and Methods of the Eye Bank.” 

Afternoon speakers were Mr. Ancel Keys, Ph.D., 
professor of public health and director, Laboratory 
of Physiological Hygiene, University of Minnesota, 
Minneapolis, “Diet in Heart Disease”; Dr. Arild E. 
Hansen, chairman, Department of Pediatrics, Univer- 
sity of Texas Medical Branch, Galveston, ‘Pediatric 
Emergencies,” and Dr. Philip Thorek, associate pro- 
fessor of surgery, University of Illinois College of 
Medicine, and professor of surgery, Cook County 
Graduate School of Medicine, Chicago, ‘Surgical 
Emergencies.” 

A reception for physicians and guests followed the 
scientific program. 
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cortisone acetate, and 5,000 units polymyxin 


161: 1088 1956. (3) Smith, C. Eye, Ear, Nose & | 


of the 


BEERICAN ACADEMY OF GENERAL PRACTICE FOUNDATION 


ARTICLE | 
Purposes 
Mae PuRPOsEs of the corporation as stated in its 
miicles of incorporation are exclusively charitable, 
iueational, literary, and scientific, including the 
following : 
@) To promote and maintain high standards of 
pmotice in medicine and surgery ; 
ib) To increase the fund of medical, surgical and 
saentific knowledge through research and the publi- 
mon and dissemination of literature; 
fe) To encourage and provide assistance for young 
men and women in preparing and qualifying them- 
Beseves for the practice of medicine and surgery; 
fd) To establish, conduct and maintain schools, 
Golleges, museums, libraries, laboratories and other 
Sich institutions for research, study and instruction 
medicine and surgery; and 
fe) To grant academic degrees in recognition of 
Eehievement in the science and art of medicine and 
surgery ; 
aid to those ends to receive, take and hold by gift, 
Mant, assignment, transfer, devise or bequest, either 
absolutely or in trust for such purposes, any property, 
fea, personal or mixed, without limitation as to 
amount or value except such limitations, if any, as 
may be imposed by law: 
provided, however, that no part of the net earnings 
Of the corporation shall inure to the benefit of any 
private member or individual, and provided further 
that no substantial part of its activities shall involve 
ihe carrying on of propaganda, or otherwise attempt- 
iig to influence legislation. 


ARTICLE 11 
Offices 


The corporation shall have and continuously main- 
fain in this state a registered office and a registered 
agent whose office is identical with such registered 
Giice, and may have such other offices within or with- 
Bout the State of Missouri as the Board of Trustees 
May from time to time determine. 


ARTICLE 11! 
Members 
DECTION 1. Members 
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The members of the corporation shall be the persons 
who from time to time are members of the Board of 
Directors of the American Academy of General Prac- 
tice. Any person who ceases to be a member of the 
Board of Directors of the American Academy of 
General Practice shall cease to be a member of this 
corporation. 


SecTION 2. Voting 


Each member shall be entitled to one vote on each 
matter submitted to a vote of the members. 


Section 3. Transfer of Membership 


Membership in this corporation is not transferable 
or assignable. 


ARTICLE IV 
Meeting of Members 
SecTION 1 Annual Meeting 


An annual meeting of the members of the Founda- 
tion shall be held for the purpose of electing trustees 
and for the transaction of such other business as may 
come before the meeting. Unless otherwise ordered 
by the Board of Trustees said annual meeting shall 
be held immediately following the regular annual 
meeting of the Board of Directors of the American 
Academy of General Practice. 


SECTION 2. Special meetings 


Special meetings of the members may be called 
either by the President, the Board of Trustees, or 
three or more of the members. The person or persons 
authorized to call special meetings of the Board may 
fix any place, either within or without the State of 
Missouri, as the place for holding such special 
meeting. 


Section 3. Place of Meeting 


The Board of Trustees may from time to time desig- 
nate any place, either within or without the State of 
Missouri, as the place of meeting for any annual 
meeting or for any special meeting of members. 


Section 4. Notice of Meetings 


Written or printed notice stating the place, day and 
hour of any meeting of members shall be delivered, 
either personally or by mail, to each member entitled 
to vote at such meeting, not less than ten nor more 
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“PREMARIN: WITH MEPROBAMATE 


FOR PROVEN MENOPAUSAL BENEFITS 


The vast majority of meno- 

pausal women, especially on 

the first visit, are nervous, ap- 

prehensive, and tense. PMB- 

200 or PMB-400 gives your pa- 

tient the advantage of extra 

relief from anxiety and tension, 

particularly when the patient is 

“high strung,” under prolonged 

emotional stress, or when psy- 

chogenic manifestations are acute. Proven menopausal 
benefits are confirmed by the wide clinical acceptance of 
“Premarin,” specifically for the relief of hot flushes and 
other symptoms of estrogen deficiency, together with the 
well established tranquilizing efficacy of meprobamate. 


Meprobamate, licensed under U.S. Pat. No. 2,724,720 


Two potencies that will meet 
the needs of your patients: 
PMB-200 — Each tablet con- 
tains conjugated estrogens 
equine (“Premarin’’) 0.4 mg., 
and 200 mg. of meprobamate. 
When greater tranquilization is 
necessary you can prescribe 
PMB-400 — Each tablet con- 
tains conjugated estrogens 
equine (“‘Premarin’’) 0.4 mg., 
and 400 mg. of meprobamate. 
Both potencies are available 
in bottles of 60 and 500. 

Ayerst Laboratories New York16,N.Y. 


Montreal, Canada 
5916 
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than forty days before the date of such meeting, by or 
at the direction of the President, or the Secretary, or 
the persons calling the meeting. In case of a special 
meeting or when required by statute or by these by- 
laws, the purpose for which the meeting is called 
shall be stated in the notice. If mailed, the notice of 
meeting shall be deemed delivered when deposited 
in the United States mail addressed to the member 
at his address as it appears on the records of the 
corporation, with postage thereon prepaid. Any 
member may waive notice of any meeting. Any meet- 
ing shall be deemed to be validly called at which all 
of the members are present. 


Section 5. Quorum 


A majority of the members shall constitute a quorum 
at any meeting. If a quorum is not present at any 
meeting of members, a majority of the members 
present may adjourn the meeting from time to time 
without further notice. 


ARTICLE V 
Board of Trustees 


Section 1. General Powers 


The affairs of the corporation shall be managed by 
its Board of Trustees. 


Section 2. Number, Tenure and Qualifications 


The number of trustees shall be twelve. The term 
of office of trustees shal] be for six (6) years and shall 
begin at the conclusion of the annual meeting at which 
their election took place and expire at the conclusion 
of the sixth succeeding annual meeting, or when 
their successors shall have been elected and qualified; 
provided that at the meeting at which these by-laws 
are adopted, four trustees shall be elected for two 
years, four for four years, and four for six years. 
Trustees need not be residents of Missouri nor mem- 
bers of this corporation. 


Section 3. Regular Meetings 


A regular annual meeting of the Board of Trustees 
hall be held at a time and place to be fixed by the 
President or the Board of Trustees of the Foundation. 
he Board of Trustees may provide by resolution 
the time and place, either within or without the State 
of Missouri, for the holding of additional regular meet- 


ngs of the Board without other notice than such 
esolution. 


PECTION 4. Special Meetings 
Special meetings of the Board of Trustees may be 
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called by or at the request of the President or three 
or more of the trustees. 


Section 5. Notice 


Notice of any meeting of the Board of Trustees 
shall be given at least five days previously thereto 
by written notice delivered personally or sent by mail 
or telegram to each trustee at his address as shown 
by the records of the corporation. If mailed, such 
notice shall be deemed to be delivered when deposited 
in the United States mail in a sealed envelope so ad- 
dressed, with postage thereon prepaid. If notice is 
given by telegram such notice shall be deemed to be 
delivered when the telegram is delivered to the tele- 
graph company. Any trustee may waive notice of 
any meeting. The attendance of a trustee at any meet- 
ing shall constitute a waiver of notice of such meeting, 
except where a trustee attends a meeting for the 
express purpose of objecting to the transaction of any 
business because the meeting is not lawfully called 
or convened. Neither the business to be transacted at, 
nor the purpose of, any regular or special meeting 
of the Board need be specified in the notice or waiyer 
of notice of such meeting, unless specifically required 
by law or by these by-laws. _~ 


SECTION 6. Quorum 


A majority of the then acting Board of Trustees 
shal] constitute a quorum for the transaction of 
business at any meeting of the Board, provided that 
if less than a majority of the trustees are present at 
said meeting, a majority of the trustees present may 
adjourn the meeting from time to time without further 
notice. 


SecTion 7. Vacancies 


Any vacancy occurring in the Board of Trustees or 
any trusteeship to be filled by reason of an increase 
in the number of trustees, shall be filled by the mem- 
bers. A trustee elected to fill a vacancy shall be elected 
for the unexpired term of his predecessor in office. 


Section 8. Compensation 


Trustees as such shall not receive any stated com- 
pensation for their services, but by resolution of the 
Board may be reimbursed for their expenses of at- 
tendance at meetings of the Board. 


SecTIon 9. Executive Committee 


The Board of Trustees, by resolution adopted by a 
majority of the trustees in office, may designate and 
appoint an Executive Committee which shall consist 
of not less than three trustees subject in all respects 
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In Coronary 
Insufficiency. . . 


Your high-strung angina patient 
often expends a “100-yd. dash” 


worth of cardiac reserve 


through needless excitement. 


Curbs emotion 
as 1t boosts 
coronary 


blood supply 


- CONTROL OF EMOTIONAL 
EXERTION with Miltrate 
leaves him more freedom 
for physical activity. 


IMPROVED CORONARY BLOOD 
SUPPLY with Miltrate 
increases his exercise tolerance. 


Miltrate 


Miltown® (meprobamate) + PETN 


Each tablet contains: 200 mg. Miltown and 
10 mg. pentaerythritol 


Supplied: Bottles of 50 tablets. 
Usual dosage: 1 or 2 tablets 


and at bedtime. Dosage should be individualized. 


69,° WALLACE LABORATORIES + New Brunswick, N. J. 


 “rRADE-MARK 
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tothe authority and discretion of the Board of Trustees 
and between its meetings the Executive Committee 
shall have and exercise the power and authority of the 
Board of Trustees in the management of the corpora- 


tion. 


Section 10. Other Committees 


Other committees not having or exercising the 
authority of the Board of Trustees in the management 
of the corporation may be designated by resolution 
adopted by a majority of the trustees present at a 
meeting at which a quorum is present. Persons may 
be designated as committee members who are not mem- 
bers of the corporation or its Board of Trustees. 


ARTICLE VI 
Officers 
Section 1. Officers 
The officers of the corporation shall be a President, 
a Vice President, who shall be members of the Board 


of Trustees, and a Secretary-Treasurer, who may 
be but need not be a member or trustee. 


Suction 2. Election, Qualification and Term of Office 


The officers of the corporation shall be elected 
annually by the Board of Trustees at its regular annual 
meeting. Vacancies may be filled or new offices created 
and filled at any meeting of the Board of Trustees. 
Fach officer shall hold office until his successor shall 
have been duly elected and shall have qualified. 


Section 3. Duties of Officers 


The duties of the officers shall be such as usually 
attach to such offices and, in addition thereto, such 


further duties as may be designated from time to time 
by the Board of Trustees. 


Section 4. Bonding of Treasurer and Other Officers 


At the direction of the trustees, the Secretary- 
Treasurer and/or any other officer or employee of the 


Foundation shall be bonded. 


ARTICLE Vit 
Contracts, Checks, Deposits and Funds 
Section 1. Contracts 


The Board of Trustees may authorize any officer or 
officers, agent or agents of the corporation, to enter 
into any contract or execute and deliver any instrument 
in the name of and on behalf of the corporation and 


such authority may be general or confined to specific 
instances, 
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Section 2. Checks, Drafts, etc. 


All checks, drafts or other orders for the payment 
of money, notes or other evidences of indebtedness 
issued in the name of the corporation, shall be signed 
by such officer or officers, agent or agents of the 
corporation and in such manner as shall from time to 
time be determined by resolution of the Board of 
Trustees. 


Section 3. Deposits 


All funds of the corporation shall be deposited to the 
credit of the corporation in such banks, trust com- 
panies, or other depositaries as the Board of Trustees 
may select. 


Section 4. Gifts 
The Board of Trustees may accept on behalf of the 
corporation any contribution, gift, bequest or devise 


for the general purposes or for any special purpose 
of the corporation. 


ARTICLE Vill 
Books and Records 


The corporation shall keep correct and complete 
books and records of account and shall also keep 
minutes of thé proceedings of its members and Board of 
Trustees, and shall keep at the registered or principal 
office a record giving the names and addresses of the 
members. All books and records of the corporation may 
be inspected by any member, or his agent or attorney, 
for any proper purpose at any reasonable time. 


ARTICLE IX 
Dues 


No dues shall be paid by members of the corporation. 


ARTICLE X 
Seal 

The Board of Trustees shall provide a corporate seal 
which shall be in the form of a circle and shall have 


inscribed thereon the name of the corporation and 
the words ‘“‘Corporate Seal, Kansas City, Missouri”. 


ARTICLE XI 
Waiver of Notice 


Whenever any notice whatever is required to be given 
under the provisions of the General Not For Profit 
Corporation Act of Missouri or under the provisions 
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NEW AND EXCLUSIVE... the only 5-action, 


one-tablet treatment... for comprehensive 
control of your asthma patients, prescribe 


BYA 
APPROPRIATELY ONE TABLET 
CONTROLLED) =—s-_- FORMULA: 


Bronchospasm # Bronchodilator Ephedrine sulfate, 24 mg. 


Local bronchial edema +> Diuretic Theophylline, 100 mg. 


# iy Allergic complications +> Antihistaminic <- Thenyldiamine HCI, 10 mg. 


4. Tenacious mucus — #> Expectorant < Glyceryl guaiacolate, 100 mg. 


5. Anxiety-tension — Sedative 8 mg. 


WELL TOLERATED-side effects in these studies mild and temporary—incidence only 4.7%." 


INDICATIONS—For prevention or relief of the symptoms of allergic asthma, asthmatic bron- 
chitis, chronic bronchitis with emphysema, emphysematous bronchospasm. Also for the 
relief of bronchial asthma associated with hay fever, allergic rhinitis and nonseasonal upper 
respiratory allergies. 


DOSAGE-Adults: one tablet every 3 or 4 hours, four to five times daily. Children over six: 
one half the adult dosage. Available at all pharmacies. 


FOR PROMPT EMERGENCY RELIEF B RO N KEPH RI N E saa 


n—10 cc. vials 2 mg./cc.) 


.. far more ‘tan a substitute for epinephrine . . 


GEORGE A. BREON & CO., NEW YORK 18, NEW YORK 


1. Personal communication. 2. Foland, J. P.: Postgrad. Med. 18:397 (Nov.) 1955. 
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of the articles of incorporation or the by-laws of the 
corporation, a waiver thereof in writing signed by the 
person or persons entitled to such notice, whether 
before or after the time stated therein, shall be deemed 
equivalent to the giving of such notice. 


ARTICLE 
Amendments to By-Laws 

These by-laws may be altered, amended or repealed 
the members, provided that at least thirty days- 


written notice is given of the intention to alter, amend 
or repeal or to adopt new by-laws at such meeting. 


and new by-laws may be adopted by three-fourths of 


Lid Flipper Department 


THE FOLLOWING MAXIM, hand-lettered and 
mounted behind glass in a frame 11 by 
19 inches in size, is fastened to the wall 
of the Medical Staff Room on the eighth 
floor “stem” of the Presbyterian Hospital, 
New York City: 

THE “FAMILY PHYSICIAN”? SHOULD SUPERSEDE 
THE “GENERAL PRACTITIONER” AND IT IS THE 
FUNCTION OF THE WELL-TRAINED INTERNIST 
TO BE THE FAMILY PHYSICIAN. HIS ROLE IS 
TO KNOW THE PATIENT AND HIS ENVIRON- 
MENT, TO CARE FOR HIM AND HIS FAMILY IN 
HEALTH AND ILLNESS, TO GUIDE HIM TO 
SPECIALISTS WHEN HIS PROBLEMS REQUIRE 
THEIR SKILLS AND AT ALL TIMES TO BE HIS 
COUNSELLOR AND FRIEND. 


To Florida Medical Helm—A past president of the 
Florida chapter and Duval County Medical Society, 
Academy Member Leo M. Wachtel of Jacksonville is 
the new president-elect of Florida Medical Association. 
Unanimously elected May 6 in Miami Beach, Dr. 
Wachtel will take office in May, 1960. 


Acne 


Routine cleansing with pHisoHex augments 
standard acne therapy. “No patient failed to 
improve.”? pHisoHex helps check the infec- 
tion factor in acne. Used exclusively and fre- 
quently, it will keep the skin surface virtually 
sterile. Contains 3 per cent hexachlorophene. 


(antibacterial detergent, nonalkaline, nonirritating, hypoallergenic) 


tips the balance for superior results 
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Sound, conservative therapy with salicylates has been consistently reaffirmed as basic, 
long-term maintenance therapy in the arthritides. 


Buffered Pabirin provides superior maintenance therapy. It epitomizes fundamen- 
tal long-term basic therapy since it can be given month after month without serious 
complications and with minimal problems to patient and doctor alike. 


Buffered Pabirin is formulated to provide high and sustained salicylate blood levels. 
Each tablet consists of an outer layer containing a buffer (aluminum hydroxide), 
para-aminobenzoic acid, and ascorbic acid; a core of acetylsalicylic acid. 


In the stomach, the outer layer quickly releases the buffer, which protects against 
nausea, dyspepsia and other gastrointestinal symptoms so frequently encountered 
with salicylates alone. The core of Buffered Pabirin then disintegrates rapidly, per- 
mitting rapid absorption of the acetylsalicylic acid for faster pain relief. 


Photographs show 2- -stage 
Tandem Release disintegration. 


Acetylsalicylic acid (5 gr.).......... 300 mg. Congress on Rheumatte 
Para-aminobenzoic acid (5 gr.)....300 mg. Joint Committee, Medical Research Council & 
. . ‘oundation 
50 mg. Arthritis, British Medical Journal (April 13) 
Dried aluminum hydroxide gel....100 mg. 
All Buffered Pabirin is sodium- and 
potassium-free. 


Dosage: Two or three tablets 


Buffered abi [l 


SMITH-DORSEY-: a division of The Wander Company « Lincoln, Nebraska - Peterborough, Canada 


4 
—— 3 or 4 times daily. 
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eradicate bacterial infection 


prevent monilial superinfection 


@ 
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COSA—natural potentiation with glucosamine for peak 
antibiotic serum levels 


TETRACYCLINE—antibiotic activity against the broad range 
of susceptible organisms 


NYSTATIN—antifungal protection against 
monilial superinfection 


COSA-TETRASTATIN 


potentiated tetracycline with nystatin 


capsules 


250 mg. glucosamine-potentiated tetracycline 
(Cosa-Tetracyn®) plus 250,000 u. nystatin 


oral suspension 

orange-pineapple flavored, 2 oz. bottle, each teaspoonful . 
(5 ec.) contains 125 mg. glucosamine-potentiated 
tetracycline (Cosa-Tetracyn®) plus 125,000 u. nystatin 


Science for the world’s well-being 


Pfizer Laboratories, 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 
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THe PROBLEM of the aged took the June spotlight in 
Washington. The 128-member Advisory Committee to 
the White House Conference on Aging held its first 
meeting and started planning a program for the con- 
ference in January, 1961. The Joint Council to Im- 
prove the Health Care of the Aged held its first national 
conference. The Senate Subcommittee on Problems of 
the Aged and Aging opened hearings with panel dis- 
cussions by experts. 

Arthur S. Flemming, secretary of Health, Education 
and Welfare, emphasized the magnitude of the task 
facing the Advisory Committee to the White House 
Conference. He said the conference would be con- 
cerned with a broad range of problems, including 
health and medical care, of the almost 50 million 
Americans 45 years of age and older. 

About 500 persons concerned with the health care of 
the aged attended the Joint Council’s two-day con- 
ference featuring symposiums on a realistic attitude 
toward the aged, methods of financing their health 
care, assessment of community health needs and re- 
sources of the aged and programs for their health care. 

The Joint Council is composed of the American 
Dental Association, the American Hospital Associa- 
tion, the American Medical Association and the Ameri- 
can Nursing Home Association. 

Dr. F. J. L. Blasingame, executive vice president of 
the American Medical Association, said the conference 
was “significant proof that the physicians of this coun- 
try, along with hospital personnel, women’s organiza- 
tions, dentists, nurses, religious and labor leaders, in- 
dustry and government, are earnestly trying to achieve 
something worthwhile for America’s senior citizens.” 

Ina brief joint statement, representatives of the four 
member organizations of the Joint Council said: ‘All 
four member organizations . . . are unequivocally op- 
posed to compulsory government health insurance for 
any segment of the population.” 

The statement was issued after Governor Robert B. 


The AMA Washington Report highlights 
legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


Meyner of New Jersey said in a speech at the confer- 
ence that he believed the social security system would 
have to be used in solving the problem of health care of 
the aged. 

In a message read at the conference by Miss Bertha 
S. Adkins, under secretary of Health, Education and 
Welfare, President Eisenhower said that the Joint 
Council’s pledge of support to the forthcoming White 
House Conference on the Aging was “most welcome.” 

At the opening session of the hearings of the Senate 
Subcommittee on Problems of the Aged and Aging, 
Senator Pat McNamara (D-Mich.), subcommittee 
chairman, emphasized the need for cooperation of 
physicians. 

Dr. Frederick Swartz of Lansing, Michigan, chair- 
man of the AMA Committee on Aging of the Council of 
Medical Services, participated in the panel discussion 
of the physical and mental health problems faced by 
older persons. Other panels dealt with economic, 
employment and housing problems of the aged. 

Dr. Swartz said that the AMA committee’s studies 
‘showed that the health of the senior citizen is not 
solely a medical or health matter.” He said that the 
health of persons 65 years of age and older “depends in 
a large measure on socio-economic and psychological 
factors.” Such factors “prevent many persons from 
exercising their potential for responsible participation 
in society,” Dr. Swartz said. These factors also result in 
unnecessary illness, unnecessarily prolonged illnesses 
and increased degrees of disabilities despite medical 
care and otherwise sound health programs, he said. 

Dr. Swartz also reported that the AMA committee 
had found “that there are practically no diseases spe- 
cifically and exclusively attached to the aging process.” 

He outlined the AMA committee’s goal of “optimum 
health for each individual” in the aged group. The goal 
embraces adequate medical care for the aged at the 
lowest practical cost for the ill and long-range positive 
health programs. 
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has repeatedly been accorded | 
I ul Therapy Unit for the most: efficient treatment 
intermittent positive pressure breathing (IPPB) of emphysema, asth 
bronchiectasis, and other tions with acute or chronic dysp 


“Intermittent positive pressure breathing (IPPB), as provided by an automatic 
or patient controlled respirator combined with a nebulizer for the simultaneous 
administration of bronchodilators, antiobiotics and other aerosols, is an effective 
adjunct to the treatment of many acute and chronic pulmonary conditions where 
respiratory difficulty or insufficiency is present. These conditions include emphy- 
sema, with or without superimposed bronchial infection, silicosis, pulmonary 
edema, bronchiectasis, bronchial asthma, pulmonary fibrosis, barbiturate poison- 
ing, poliomyelitis and other conditions where dyspnea or impaired movement of 
the diaphragm is present.” Clinical Use of Intermittent Positive Pressure 
Breathing Combined with Nebulization in Pulmonary Disease. A Report of the 
Committee on Physiologic Therapy. Diseases of the Chest, October, 1953, Vol. 
XXIV, No. 4, p. 455. 


©) BENNETT RESPIRATION PRODUCTS, INC. 


2230 SOUTH BARRINGTON AVENUE, LOS ANGELES 64, CALIFORNIA 
Distributed East of the Continental Divide by Puritan Compressed Gas Corporation 
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Ona legislative front where physicians would benefit, 
spokesmen for the AMA and many other professional 
organizations urged in testimony before the Senate 
Finance Committee that approval be given a bill that 
would encourage the self-employed to invest in pension 
plans through tax deferrals. The House had approved 
the legislation earlier. 

Dr. George M. Fister, Ogden, Utah, a member of the 
AMA Board of Trustees and chairman of the AMA 
Council on Legislative Activities, told the committee 
that one general benefit of the bill in the public interest 
would be to help make the smaller communities better 
able to compete with the big cities for services of physi- 
cians. He was accompanied by Dr. Vincent W. Archer, 
Charlottesville, Va., a member of the AMA House of 
Delegates and of the AMA Committee on Federal 
Medical Services. 

Dr. Fister said high taxes and inflated living costs 
make it difficult for the self-employed person, such as 
a physician, to set aside adequate funds for retirement 
without a tax deferment privilege now available to 
corporate employees. 

“Unless something is done to make self-employment 
as financially attractive as employee status, we believe 
that there is a real danger that many professional men 
will bypass the private practice of their profession,” 
Dr. Fister said. 

When physicians do turn from private practice, Dr. 
Fister said, the large cities will provide more employ- 
ment opportunities than small communities. It thus 
“could contribute to a maldistribution of physicians,” 
he said. 

Under the House-approved version of the legislation, 
a self-employed person could deduct from taxable in- 
come up to 10 per cent of earnings provided the money 
was put into certain types of retirement plans. There 
would be an annual ceiling of $2,500 and a lifetime 
ceiling of $50,000 for such deductions. The tax on this 
income would be deferred until the individual started 
drawing retirement. 

Senator George Smathers (D-Fla.) proposed that 
the House bill be amended to postpone the effective 
date from next year to 1961. His proposal was designed 
to meet the Administration objection to an estimated 
loss of $365 million in government revenue in a year 
when a balanced budget is a major goal of the Ad- 
ministration. 

In opposing the legislation, David A. Lindsay, assist- 
ant to the treasury secretary, conceded that *“present 
law does not give self-employed persons tax treatment 
for their retirement savings comparable to that now 
accorded to employees covered by employer-financed 


Pension plans.” 


On the budget front, President Eisenhower chalked 
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up two victories in his opposition against big increases 
in federal spending. Faced with warnings of Presi- 
dential vetoes, the Democratic leadership in Congress 
retreated and accepted big cuts in housing and airport 
construction bills. 

House and Senate conferees agreed on a compromise 
$1,375,400,000 catch-all housing bill, about $700 mil- 
lion less than the Democratic measures originally 
approved by the House and Senate. The compromise 
retained a provision authorizing the Federal Housing 
Administration to insure loans for construction of 
proprietary nursing homes, which the AMA supported. 

Congress approved and sent to the White House a 
compromise two-year, $126 million extension of the 
present program for airport development. Earlier, the 
House had approved a four-year $297 million program 


and the Senate, a four-year $465 million bill. 


Medical Testimony 


U.S. District Judge Alexander Holtzoff has appointed 
a special panel of American Bar Association members 
in Washington, D.C. to study the question of impartial 
medical testimony in court. Judge Holtzoff expresses 
concern that disagreements between physicians testi- 
fying on opposing sides of court cases often confuses 
juries. He suggested that the special panel consider 
the feasibility of having testimony from neutral physi- 
cians who don’t represent either side in the litigation. 


Abortions 


The American Law Institute has recommended that 
state laws be amended to give physicians more grounds 
for performing legal abortions. The institute, a national 
organization of lawyers, law professors and judges, 
recommended that abortions could be performed legally 
if (1) the pregnancy resulted from rape or incest; (2) 
the physician believes the child would be born with 
grave mental or physical defects or (3) the mental or 
physical health of the mother otherwise would be 
impaired gravely. 


Cancer Research 


Senator Lister Hill (D-Ala.) proposed that a 
greatly expanded program of cancer research be under- 
taken as a memorial to the late John Foster Dulles. 
Hill said at least $110 million should be spent on can- 
cer research in the fiscal year 1960 as a memorial to the 
secretary of state who died of cancer. This would be 
substantially more than the $83 million approved by 
the House or the $75 million recommended by Presi- 
dent Eisenhower. 
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e greater hydrophilic capacity... 
gelling slices place in the intestine, 
not in the stomach. 

e mild peristaltic stimulation assures 
predictable results. 


MORE FLEXIBLE 


e granular powder form allows infinite d 
variation for the full range of constipati¢ 
occasional to obstinate... from childhoo 
geriatric. 


EFFERVESCENT 


e easy-to-take... really tastes good, 
lemon-flavored. 


CONTENTS: 
Each 7 Gm. white granular powder (app 
mately 1 rounded teaspoonful) provides: 
Sodium Carboxymethylecellulose ..... 

Di(acetylhydroxypheny])isatin. ......-. 
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